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CHAPTER  I 


INTRODUCTION 

Genersi  Information 

Mintzberg  states  that  "every  organized  human  acti vity---from  the 
making  of  pots  to  the  placing  of  a  man  on  the  mGon--gives  rise  to  two 
fundamental  and  ooposing  requirements:  [1]  the  division  of  1 abor  into 
'.arious  tasks  to  be  performed,  and  [2]  the  coordination  of  these  tasks  to 
accomplish  the  activity."'  Simply,  then,  an  organization  is  the  sum 
*ctal  of  the  v.'ays  in  which  it  divides  its  labor  into  distinct  tasks  and 
achieves  coordination  among  them. 

Hov<  should  that  structure  be  designed?  Is  there  one  best  way  to 
design  it?  Orucker  writes:  "Organization  is  net  an  end  in  itself,  but 
a  means  to  the  end.  .  .  .  performance  and  .  .  .  results.  Organization 
structure  will  seriously  impair  .  .  .  performance  and  may  even  destroy 
it . 

The  current  Commander  and  the  newly  appointed  Chief,  Department 
of  Primary  Care  and  Community  Medicine  (DPC/CM),  Reynolds  Army  Commun¬ 
ity  Hospital  (RACH),  Fort  Sill,  Oklahoma,  are  concerned  that  the  Medical 
Depar^.ment  Activity's  (MECDAC)  current  structure  is  not  necessarily  the 
best  one  for  its  purposes.  To  meet  primary  medical  care  delivery  to 
the  active  duty  soldier,  which  is  seen  as  a  major  factor  in  maintenance 
of  a  viable  readiness  posture,  is  the  primary  mission  of  today's  Army 
Medical  Department. 
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Purpose  of  the  Study 

This  study  deals  with  the  delivery  of  primary  medical  care  to 
the  active  .uty  soldier  by  trying  to  determine  the  best  organizational 
relationship,  both  administrative  and  professional,  between  Reynolds 
Army  Community  Hospital,  Fort  Sill,  Oklahoma,  and  its  troop  medical  clin¬ 
ics  (TMCs). 


Conditions  Which  Prompted  the  Study 

An  example  of  some  of  the  problems  in  the  current  system  which 
seem  to  highlight  an  inefficient  organization  and  suggest  a  need  for 
analysis  is  the  overwhelming  span  of  control  confronted  by  the  Chief, 
DPC/CM,  who  is  currently  the  major  department  head  in  charge  of  TMCs. 
Besides  five  outlying  TMCs,  a  separate  building  for  physical  examination, 
and  one  station  training,  there  are  three  external  health  clinics  off  the 
Fort  Sill  installation,  two  in  a  neighboring  state.  Internal  to  the 
hospital  is  the  Emergency  Room  (ER),  the  Acute  Minor  Illness  Clinic  (AMIC), 
and  the  Emergency  Medical  Services  Unit.  This  is  a  span  of  control  of 
thirteen  activities;  too  many,  too  diverse  in  responsibilities  and  loca¬ 
tions  for  one  professional  to  administrate.  There  's  one  Specialist  5 
available  in  the  Chief's  office  to  provide  continuity,  but  the  rank  and 
the  experience  of  this  individual  limit  him  mainly  to  secretarial  func¬ 
tions  . 

Further,  the  Chief,  DPC/CM,  does  not  hold  a  full-time  administra¬ 
tive  position;  is  considered  a  working  professional;  and,  as  such,  is 
tasked  with  patient  care  in  the  AMIC  and/or  the  ER,  which  account  for 
40-50  percent  of  his  time.  He  is  thus  viewed  somewhat  as  an  outsider  to 
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ilie  system  since  he  is  removed  from  the  daily  profess ionai  and  administra¬ 
tive  management  of  the  TMCs  and  the  physician  assi£'-,,ts  (PAs)  who  man 


^.hem . 

Tf:e  lack  of  availability  of 

the  Chief, 

DPC/CM,  has  led  to 

a  diver- 

gence 

in  the  professional  and  the 

admi ni s  tra 

tive  organizational 

chains . 

There 

is  a  PA  Cocrdinator  position 

between  t 

he  PAs  in  the  TMCs 

and  the 

Chief,  DPC/CM,  but  that  pcsiticn  is  not  officially  recognized,  is  not  in 
the  rating  scheme,  and  has  no  command  responsibility. 

The  PA  Coordinator  is  usually  well  respected,  bui.,  in  reality,  he 
lis  relegated  to  an  information  outlet  for  the  Chief,  DPC/CM,  and  is  thus 
not  a  significant  asset  since  he  cannot  set  policy  or  procedure  or  give 
au^horitati''e  directives;  no  reward  or  punishment  power  resides  in  his 
position  to  solicit  compliance,  and  he  is  thus  viewed  as  a  peer  by  his 
follow  workers.  It  is  thought  that  the  study  of  this  and  other  existing 
systems  might  provide  a  better  structure  for  the  daily  administrative 
and  professional  management  of  the  TMCs  and  the  PAs  who  v/ork  there. 

Another  administrative  problem  is  the  requirement  for  the  physi¬ 
cian  supervisor  to  audit  the  medical  records  of  the  PA.  Lack  of  medical 
record  audits  was  a  Fiscal  Year  1383  Inspector  General  (IG)  finding. 
Still,  the  proposed  solution  to  the  problem,  a  committee  review  of  PA 
records,  has  not  been  implemented.  Another  solution  to  the  probl8m--to 
allow  two  hours  a  month  for  review  of  the  PA  records  by  designated  family 
practi  '.oners--has  since  been  suggested  and  will  be  imolemented  shortly. 
Since  this  system  is  untried,  the  results  cannot  be  known  yet,  but  this 
situation  gi'-es  rise  to  a  concern  that  the  structured  relationship  between 
the  TMCs  and  the  hospital  may  profit  from  analysis. 

These  problems  highlight  the  administrative  difficulties  in  the 
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crgairi zat i on .  However,  there  are  professional  ones  too.  The  present 
structure  does  not  facilitate  delineated  responsibilities  within  the 
organizationai  chain,  ",aking  professional  consultation  and  continuity  of 
that  consultation  haphazard  at  best.  For  instance,  the  PAs  interact  with 
the  hospital  in  a  variety  of  ways.  They  can  fill  an  appointment  with  a 
family  practitioner  for  Family  Practice-oriented  problems;  send  a  patient 
to  the  ER/AMIC  if  the  case  is  urgent  and  cannot  wait;  and  refer  patients 
to  a  specialist  in,  for  example.  Obstetrics  or  Orthopedics  or  to  another 
activity,  such  as  Preventive  Medicine  for  suspected  venereal  disease. 

This  basic  structure  has  an  advantage  in  that,  if  one  avenue  of 
care  does  not  work,  another  is  available.  The  disadvantages  are  that 
these  options  provide  little  continuity  of  consultation  if  the  PA  is 
free  to  contact  any  department  and  that  no  assurance  is  possible  that  a 
referred  patient  will  be  accepted  in  the  system  at  the  right  point  other 
than  through  the  PA's  personal  commitment.  An  example  that  confirms  the 
latter  difficulty  is  that,  invariably,  the  busiest  admission  route  for 
acute  respiratory  disease  patients  for  RACH  is  through  the  ER,  when  this 
sort  of  problem  should  be  picked  up  by  the  PA  at  the  TMC,  the  primary 
care  entry  point,  and  referred  to  a  family  practitioner  for  admission. 
The  relationship  between  the  hospital  and  the  TMCs  is  obviously  not  work¬ 
ing  effectively. 

Another  key  professional  problem  is  the  working  relationship 
which  exists  between  physicians  and  PAs  in  the  TMCs.  There  is  presently 
very  little  personal  contact  between  physicians  and  PAs  other  than  through 
telephonic  consultation.  This  lack  of  personal  contact  creates  a  concern 
that  the  PAs  might  be  referring  patients  whom  they  should  not  refer. 
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Telsphonic  consultation  also  does  not  appear  to  utilize  the  physician-PA 
working  relationship  in  the  delivery  of  patient  care  in  the  mcst  effective 
way. 

in  accordance  with  Health  Services  Command  (HSC)  Regulation  40-5 
and  HSC  Pamphlet  40-7-7,  PAs  are  required  to  be  under  the  supervision  of 
a  physician,  who  is  responsible  for  the  performance  of  the  PAs.  With 
the  Chief,  DPC/CM,  spending  almost  half  his  time  in  actual  delivery  of 
patient  care  not  associated  with  the  TMCs,  the  remainder  of  his  time 
can  obviously  not  be  spent  just  supervising  the  PAs,  even  though  he  is 
currently  their  rater.  The  lack  of  supervision  resulted  in  another  IG 
finding  against  the  Fort  Sill  MEDDAC  in  Fiscal  Year  1983.  The  action 
taken  to  correct  this  deficiency  was  to  assign  preceptors  from  Family 
Practice  for  supervision  and  consultation,  the  physicians  to  work  with 
the  PAs  whenever  possible  either  at  the  TMC  or  at  their  own  clinic.  This 
action  has  not,  however,  been  fully  implemented  to  date,  and  thus  it  is 
not  known  if  the  present  method  is  an  adequate  solution  to  the  PA  super¬ 
vision  requirement  or  if  other  relationships  might  prove  better. 

As  long  as  this  restricted  relationship  is  the  only  type  of  inter¬ 
face  between  the  physician  and  the  PA,  the  PA  will  continue  to  have  little 
opportunity  and  probably  little  desire  to  participate  in  hospital  continu¬ 
ing  education  programs  for  personal  growth,  since  he  will  feel  that  he 
is  an  outsider.  Continuing  education  was  still  another  area  which  re¬ 
ceived  a  negative  IG  finding  in  Fiscal  year  1983  and  further  highlights 
problems  in  the  present  structural  relationship  between  the  hospital 
and  its  TMCs. 

Because  of  these  problems  and  other  concerns,  the  RACH  Commander 
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'as  directed  a  review  of  the  professional  and  the  administrative  organiza¬ 
tional  structure  between  the  hospital  and  the  TMCs  in  comparison  with 
ether  MEDDACs  to  try  to  determine  the  best  structure  for  the  Fort  Sill 
MEDDAC.  It  is  hoped  that  analysis,  comparison,  and  evaluation  of  many 
organizational  systems  will  not  only  be  valuable  to  RACH  but  also  may 
prove  useful,  if  the  results  are  made  available,  to  other  MEDDACs  during 
mission,  structural,  or  personnel  reorganization. 

Statement  of  the  Research  Question 
What  is  the  best  organizational  relationship,  both  administrative 
and  professional,  between  Reynolds  Army  Community  Hospital,  Fort  Sill, 
Oklahoma,  and  its  troop  medical  clinics? 

Objectives 

The  objectives  of  this  study  are  to: 

1.  Analyze  and  discuss  the  existing  organizational  relationship,  both 

administrative  and  professional,  between  Reynolds  Army  Community 

Hospital  and  its  TMCs. 

2.  Examine  and  discuss  the  existing  organizational  relationship,  both 

administrative  and  professional,  between  other  large  MEDDACs  and 

their  TMCs. 

3.  Compare,  discuss,  and  evaluate  the  advantages  and  disadvantages  of 
the  existing  organizational  relationship,  both  administrative  and 
professional,  between  the  present  method  at  Reynolds  Army  Community 
Hospital  and  its  TMCs  and  alternative  methods  from  other  large  MEDDACs 
based  upon  established  criteria. 

4.  Recommend  the  best  organizational  relationship,  both  administrative 
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and  professional,  between  Reynolds  Army  Community  Hospital  and  its 
TMCs. 

5.  If  the  recommended  relationship  differs  from  the  current  one,  develop 
a  plan  for  implementation  of  the  recommended  best  organizational 
relationship,  both  administrative  and  professional,  between  Reynolds 
Army  Community  Hospital  and  its  TMCs. 

Criteria 

The  administrative  and  the  professional  organizational  relation¬ 
ship  must  provide; 

1.  Congruence  of  these  two  chains. 

2.  Manageable  supervisory  span  of  control. 

3.  Delineated  responsibility  within  the  chains. 

4.  Availability  of  professional  and  administrative  consultation. 

5.  Continuity  of  professional  and  administrative  consultation. 

6.  Facilitation  for  professional  growth  of  the  PA. 

7.  Agreement  with  the  functioning  of  the  system  by  those  who  work  within 
it. 

8.  Mechanism  to  conduct  required  medical  audits. 

9.  Maximum  effective  utilization  of  and  between  the  physician  and  the 
PA  in  their  delivery  of  primary  care  at  the  TMC. 

10.  Adequate  staffing  within  available  resources. 

See  Appendix  A  for  the  Criterion  Evaluation  Measurement. 

Assumptions 

For  the  purposes  of  this  study,  it  was  assumed  that: 

1.  The  staff  of  other  large  MEDDACs  would  participate  in  answering  the 
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survey  questionnaire  in  a  forthright  manner, 

2.  The  organizational  relationships  of  medical  centers  and  small  MEDDACs 
would  not  prove  as  beneficial  in  comparison  to  the  Fort  Sill  MEDDAC 
system  as  would  those  of  other  large  MEDDACs. 

Limitations 

This  research  project  was  constrained  by  the  following: 

1.  The  inavailability  of  travel  funds  and  time  to  visit  every  large 
MEDDAC  personally  to  substantiate  the  information  received  from  the 
survey. 

2.  The  inherent  limitations  of  a  survey  tool  in  gathering  the  information 
required . 


Research  Methodology 

The  research  procedure  for  this  study  was  comprised  of  the  follow¬ 
ing  steps: 

1.  Thorough  review  cf  the  literature. 

2.  Preparation  of  two  surveys  with  cover  letters,  one  aimed  at  major 
department  heads  in  the  hospital  and  the  other  at  physicians  and  PAs 
in  the  TMCs  (see  appendices  B  and  C,  respectively),  to  gather  informa¬ 
tion  concerning  the  organizational  relationship,  both  administrative 
and  professional,  between  a  hospital  and  its  TMCs. 

3.  Review  of  the  surveys  by  the  Health  Services  Command  Consultant  for 
Ambulatory  Care  and  evaluation  and  incorporation  of  any  recommended 
changes . 

4.  Pretesting  of  the  surveys  at  RACH. 

5.  Evaluation  of  pretest  results  and  revision  of  surveys  as  required. 
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6.  Mailing  of  tlie  revised  surveys  to  the  current  U.S.  Army-Baylor  Uni¬ 
versity  Health  Care  Administration  resident  at  every  large  MEDDAC, 
v.'ho  was  asked  to  conduct  the  survey  in  accordance  with  the  instruc¬ 
tions  contained  in  Appendix  D. 

7.  Follow-up  with  residents  as  required  to  obtain  at  least  an  80  percent 
return  rate  of  the  MEDOACs  surveyed. 

8.  On-site  visit  or  telephonic  substantiation  by  the  researcher  of  the 
information  received  through  the  survey  from  the  following  MEDDACs: 
Fort  Hooo,  Fort  Leonard  Wood,  Fort  Polk,  and  Fort  Riley. 

9.  Comparison,  discussion,  and  evaluation  of  the  advantages  and  disad¬ 
vantages  of  the  systems  at  the  different  MEDDACs,  as  determined 
from  the  results  of  the  survey,  with  the  advantages  and  disadvantages 
of  the  RACH  system  based  upon  established  criteria. 

10,  Recommendation  of  the  best  organizational  relationship,  both  adminis¬ 
trative  and  professional,  between  RACH  and  its  TMCs. 

11.  Development  of  a  plan  for  implementation  of  the  recommended  best 
organizational  relationship,  both  administrative  and  professional, 
between  RACH  and  its  TMCs. 

Footnotes 

^ Henry  Mintzoerg,  Structure  in  Fives  Designing  Effective  Organiza¬ 
tions  (Englewood  Cliffs,  N . J . :  Prentice-Hall,  Inc.,  1983),  p.  2. 
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Peter  F.  Drucker,  The  Practice  of  Management  (New  York:  Harper 
&  Bros . ,  1954),  p.  108, 


CHAPTER  II 


REVIEW  OF  THE  LITERATURE 

Structure 

The  early  literature  on  designing  an  effective  organization  fo¬ 
cused  on  formal  structure,  the  documented,  official  relationships  among 
members  of  the  organization.  Two  schools  of  thought  dominated  the  litera¬ 
ture  until  the  1950s,  one  preoccupied  with  direct  supervision,  the  other 
with  standardization.^ 

The  "Principles  of  Management,"  fathered  by  Henri  Fayol ,  were 

concerned  primarily  with  specialization  and  organization  as  necessities 
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for  successful  direct  supervision  in  the  organization.  The  writers 

of  this  school  of  thought  popularized  such  terms  as  unity  of  command 

(the  notion  that  a  "subordinate"  should  have  only  a  single  "superior"), 

seal ar  chain  (the  direct  line  of  command  from  chief  executive  through 

successive  superiors  and  subordinates  to  the  worker),  and  span  of  control 
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(the  number  jf  subordinates  reporting  to  a  single  superior). 

The  second  school  of  thought  promoted  the  standardization  of 
work  throughout  the  organization.  In  America,  Frederick  Taylor,  the 
recognized  father  of  the  "Scientific  Management"  Movement,  was  mainly 
preoccupied  with  the  programming  of  the  contents  of  operational  work. 
In  Germany,  Max  Weber  wrote  of  "bureaucratic"  structures  where  activities 
had  formalized  rules,  job  descriptions,  and  training.^ 

For  approximately  the  first  half  of  this  century,  organizational 
structure  meant  a  set  of  official,  standardized  work  relationships  with 
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a  tight  system  cf  formal  authority.  With  a  series  of  experiments  carried 
out  on  workers  at  the  Western  Electric  Hawthorne  Plant  came  the  realiza¬ 
tion  that  other  interactions  were  taking  place  in  organizational  struc¬ 
tures,  such  as  the  formation  of  informal  structure,  i.e.,  unofficial 
relationships  within  the  work  group.  This  led  to  the  third  school  of 
thought  in  the  1950s  and  the  1960s,  called  "Human  Relations,"  which  formu¬ 
lated  such  concepts  as  that  direct  supervision  and  standardization  were 
at  best  misguided;  at  worst,  dangerous  to  the  psychological  health  of 
the  worker,  reported  in  the  writings  of  Likert  in  1951.  More  recent 
research  has  shifted  away  from  such  extreme  positions  and  has  demonstrated 
that  formal  and  informal  structures  are  intertwined  and  often  indistin- 
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guishable. 

A  group  of  researchers,  using  what  was  to  become  "Contingency 
Theory,"  opposed  the  notion  of  the  one  best  structural  form.  Woodward 
announced  in  1965  that  the  technical  system  of  production  determined  a 
firm's  structure.  Lawrence  and  Lorsch,  in  1967,  found  that  environmental 
conditions  impacting  on  an  organization  significantly  affected  its  struc¬ 
ture,  and  Pugh  found,  in  1969,  that  the  size  of  an  organization  best 
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explained  its  choice  of  structure. 

There  is,  then,  a  large  and  rapidly  growing  volume  of  literature, 
empirically  based,  much  of  it  recent,  to  inform  readers  on  the  way  in 
which  organizations  structure  themselves.  What  it  lacks,  according  to 
Mintzberg,  is  synthesis.  "Most  of  the  contemporary  literature  fails 
to  relate  the  description  of  structure  with  that  of  the  functioning  of 
the  organization."^  Conrath  concluded  in  1973,  after  an  extensive  search 
of  the  literature,  that  "numerous  concepts  of  organizational  structure 
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can  be  found  in  the  literature.  ,  .  .  Unfortunately  few  of  tliese  can 

g 

be  .  .  .  used  directly  to  evidence  properties  of  structure." 

Mintzberg  favors  another  approach.  The  elements  of  structure 
should  be  selected  to  achieve  an  internal  consistency  or  harmony  as  well 
as  a  basic  consistency  with  the  organization's  situation--its  goals,  its 
size,  its  age,  the  kind  of  environment  in  which  it  functions,  the  techni¬ 
cal  systems  it  utilizes,  the  methods  it  uses  to  produce  its  products  or 
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services,  and  so  on. 

For  years,  the  literature  of  management  suggested  that  a  good 
structure  was  one  of  authority  with  spans  of  control  no  greater  than 
six.  Colonel  Lydal  Urwick  unequivocally  stated  that  "no  supervisor  can 
supervise  directly  the  work  of  five  or,  at  the  most  six  subordinates."^*^ 
Pfiffner  and  Sherwood  note  that  "much  blood  has  been  let  to  reduce  the 
executive's  span  [of  control]  with  inconsequential  results  to  administra¬ 
tive  performance.  .  .  .  yet  .  .  .  span  of  control  is  so  entrenched  in  the 
administrative  culture  that  it  must  be  accorded  a  prominent  place  in 
any  book  on  organization."^^ 

There  are,  however,  significant  ramifications  regarding  the  number 
of  people  supervised  by  one  person.  If  the  span  of  control  is  too  narrow, 
the  supervisor  will  be  managing  too  few  people  and  be  prone  to  oversuper¬ 
vise.  If  too  wide,  he  may  not  be  able  to  supervise  those  people  effec- 
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tively,  either  individually  or  in  a  group. 

There  is  no  consensus  on  appropriate  models  for  organization 

in  hospitals  and  the  reasons  hospitals  adopt  specific  organizational 
1 3 

structures.  There  is  also  no  magic  formula  by  which  the  optimum  struc¬ 
ture  can  be  ascertained.  Besides  the  factors  presented  previously,  even 
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less  well-defined  factors  related  to  a  facility  must  be  taken  into  account, 

including  the  philosophy  of  the  organization,  the  skills  of  its  management, 

and  the  views  of  management  as  to  the  problems  facing  the  organization 
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which  are  the  greatest  threat  to  its  continued  success. 

In  designing  a  new  structure,  two  considerations  appear  to  be 
oaramount.  First,  the  reorganized  structure  should  be  as  simple  as  pos¬ 
sible,  and,  second,  operational  control  over  the  entire  structure  must 
1  5 

be  maintained.  Kahn  and  Beam  report  that,  although  there  very  well  may 

be  one  best  structure  for  a  given  organization,  it  is  doubtful  that  there 

is  any  sure  way,  or  even  any  way,  of  finding  it.  Obviously,  the  structure 

should  include  all  significant  ongoing  tasks  to  accomplish  hospital  goals. 

It  should  avoid  excessive  overlap,  and,  despite  current  unpopularity, 
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hierarchical  structure  seems  indispensable. 

Hospital  structure  can  be  depicted  on  an  organizational  chart 
to  be  used  as  a  method  of  analyzing  and  evaluating  existing  organizational 
structures  and  personnel  resources.  This  method  offers  a  clear  and  con¬ 
cise  way  of  visualizing  the  entire  organization  and  serves  as  an  excellent 
means  of  communication.  However,  limitations  must  be  recognized;  An 
organizational  chart  does  not  show  how  an  organization  actually  functions 
and  may  be  difficult  to  keep  current.  By  its  very  nature,  the  organiza¬ 
tional  chart  is  limited  in  the  amount  of  information  it  may  contain  and 
convey. 


Process  of  Change 


There  is  a  growing  literature  on  the  process  of  large-scale  change 
nr  reorganization  in  the  form  of  organizational  development  which  contains 
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some  specific  applications  to  health  care  settings.  Change  guidelines 
or  behaviors  are  especially  important  in  the  planned  change  strategy. 
They  include: 

-planning  for  the  introduction  of  change; 

-providing  direction  for  change  efforts: 

-using  power  to  induce  change; 

-allowing  participation  in  the  change  process;  and 
-mobilizing  support  for  the  total  change  effort. 

As  the  manager  contemplates  and  initiates  change  in  the  organiza¬ 
tion,  one  theme  is  likely  tc  emerge  time  and  time  again--that  of  resist¬ 
ance  to  the  change  process.  The  organization ' s  members'  responses  to 

change  will  depend  upon,  their  own  perceptions  of  the  change  and  how  they 
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think  it  will  effect  their  own  needs  and  aspirations. 

This  leads  into  another  major  area  of  concern  in  the  literature-- 
that  of  human  factors.  There  are,  of  course,  the  classic  theories  of 
Maslow  and  Alderfer  on  drive  reduction  and  Herzberg's  intrinsic  and  ex¬ 
trinsic  sources  of  work  motivation  and  job  enrichment.  More  current 
research,  such  as  that  of  Morse  and  Lorsch  (  1970)  and  Deli  (1975),  has 

found  that  both  motivation  and  performance  are  affected  by  organizational 
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structure,  technology,  and  goals. 

With  the  ’ncreased  accountability  required  in  health  care  organi¬ 
zations,  there  is  greater  demand  for  expertise  and  professional  ism.  This 
need  is  being  met  by  a  growing  reliance  on  the  corporate  type  of  struc¬ 
ture.  Although  it  is  not  seen  as  a  panacea,  its  advantages  and  disadvan- 

20 

tages  are  being  explored. 

Reorganization  should  be  undertaken  in  a  series  of  separate  but 
interrelated  steps  that  present  an  organized  approach  for  implementation. 
The  first  step  is  to  initiate  a  pilot  study.  The  objectives  of  the  pilot 
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s:.udy  are  to  formulate  objectives,  identify  problems,  and  project  the 

impact  of  a  reorganization .  This  helps  the  hospital  to  assess  its  operat- 
,  21 

ing  en',  1  ronmeni . 

!f  a  pilot  study  reveals  no  apparent  barriers  to  reorganization, 
then  a  detailed  study  can  begin.  In  this  phase,  those  responsible  will 
refine  objectives,  conduct  interview's,  analyze  and  research  issues,  de¬ 

velop  and  evaluate  specific  proposals,  and  conclude  with  specific  restruc¬ 
turing  proposals.  If  a  new  structure  is  approved,  a  work  plan  must  be 
developed,  setting  forth  a  chain  of  "critical  events"  to  insure  that 

tasks  are  accomplished  on  schedule.  Various  individuals  are  assigned 

responsibility  for  specific  tasks.  Clearly,  a  reorganization  cannot 

22 

be  accomplished  overnight. 

Summary 

A  review  of  the  literature  reveals  that  considerable  information 
'n  the  theory  of  organizational  structure  is  available  but  that  a  suffi¬ 
cient  synthesis  of  ^-hese  ideas  in  order  to  relate  structure  to  the  actual 
f  unc:  i ''■n  i  ng  of  organizations  has  not  been  accomplished.  There  seems 
*'.0  be  a  grovving  acceptance  in  management  philosophy  that  each  organization 
is  unique  and  that,  therefore,  the  elements  of  structure  must  be  carefully 
selected  f^'r  each  organization.  Other  information  on  the  process  of 
and  the  resistance  to  change  and  actual  reorgani zat i on  in  the  corporate 
community  provided  useful  guidelines  and  ideas  which  were  helpful  to 
’ihis  study.  There  appear,  however,  to  be  no  related  research  efforts 
either  in  the  military  health  care  arena  or  in  the  civilian  equivalent 
to'ward  determining  the  best  relationship  between  a  hosoital  and  its  TMCs. 


16 


Restructuririg  is  really  a  means  to  an  end  and  not  the  end  itself. 
In  most  instances,  restructuring  is  me>"ely  looking  at  different  v./ays 
cf  doing  the  same  thing.  Sometimes,  it  is  just  looking  at  different 
techniques  tc  achieve  the  same  goal. 
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CHAPTER  III 


PRESENTATION  OF  SURVEY  FINDINGS 

The  information  by  which  to  analyze  and  discuss  the  existing 
organizational  relationship,  both  administrative  and  professional,  between 
Reynolds  Army  Community  Hospital  and  its  troop  medical  clinics  was  gath¬ 
ered  through  questionnaire  surveys  (refer  to  appendices  B  and  C)  submitted 
to  selected  personnel  at  MEODACs  of  a  size  similar  to  that  of  RACH.  There 
were  two  types  of  survey  employed:  (1)  one  for  command/department  level 
officers  (hereinafter  referred  to  as  department  survey)  and  (2)  one  for 
physicians  and  physician  assistants  (hereinafter  referred  to  as  P/PA 
survey).  Upon  the  return  of  these  surveys  to  the  researcher,  the  data 
were  collated  and  analyzed  to  determine  if  the  measurement  standards  for 
the  surveys  had  been  met  by  the  responses  to  the  questions.  Such  a  step 
was  not  only  appropriate  but  also  necessary  since  any  evaluation  of  and 
comparison  with  other  MEDDACs  to  be  accomplished  in  the  course  of  the 
study  were  limited  to  the  information  gathered  from  the  survey  instru¬ 
ments.  Thus,  it  was  necessary  to  maintain  a  similarity  in  the  types 
of  information  utilized. 

Evaluations  of  the  survey  material  are  grouped  by  the  ten  major 
criteria  (refer  to  Appendix  A).  This  system  is  followed  throughout  the 
paper  and  lends  a  structure  to  the  discussion  which  can  be  easily  followed 
A  summary  of  all  respondents'  answers  formatted  by  criterion,  evaluation 
question,  and  measurement  standard  is  presented  in  Appendix  E. 
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Reynolds  Army  Community  Hospital, 

Fort  Sill ,  Oklahoma 

The  evaluation  of  the  Fort  Sill  MEDDAC  must  begin  with  its  mission. 
The  mission  of  most  large  MEDDACs  is  the  same--the  provision  of  health 
services  to  authorized  personnel  within  the  MEDDACs  area.  The  actual 
delivery  of  that  care,  however,  is  certainly  diverse,  as  this  study  will 
show.  The  delivery  of  care  by  RACH  is  probably  a  little  more  unique 
than  most  because  of  three  factors; 

1.  The  hospital  has  a  large  Department  of  Family  Practice  (DFP )--f ifteen 
physicians . 

2.  It  is  located  on  a  Training  and  Doctrine  Command  (TRADOC)  post  with 
no  Forces  Command  (FORSCOM)  physician  and  just  two  physician  assistant 
assets  available. 

3.  The  number  of  general  medical  officers  (GMOs)  has  been  decreased 
by  the  necessity  to  "trade-off"  for  the  larger  number  of  family  prac¬ 
titioners. 

The  three  factors  impacting  together  have  created  the  framework  within 
which  RACH  should  be  analyzed.  Before  the  major  criteria  are  evaluated 
for  each  MEDDAC,  it  may  prove  informative  to  review  Appendix  F  for  addi¬ 
tional  information  gathered  by  the  surveys. 

Criterion  1:  Congruence  of  chains 

Twelve  survey  questions  were  used  to  evaluate  this  criterion. 
Question  numbers  in  parentheses  are  from  the  department  survey  (Appendix 
B).  Question  numbers  marked  by  a  number  symbol  (#)  denote  queries  for 
PAs  only.  Question  numbers  marked  by  an  asterisk  (*)  denote  physician 
questions  only. 
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Questions  4(2)  and  5(3).  Queries  concerning  under  what  major 
department  the  TMCs  fall  for  administrative  responsibilities  were  answered 
almost  100  percent  with  the  DPC/CM.  However,  concerning  professional 
responsib-i  1  ities,  the  answers  varied.  One  hundred  percent  of  the  P/PA 
survey  respondents  replied  that  professional  responsibilities  are  under 
the  DPC/CM.  The  department  survey  respondents  indicated  that  professional 
responsibilities  are  under  the  DPC/CM  (57  percent),  the  DFP  (29  percent), 
and  the  Departi^enr.  of  Nursing  (14  percent).  Both  surveys  met  the  measure¬ 
ment  standard,  with  100  percent  agreement  by  the  P/PA  survey  and  74  per¬ 
cent  agreement  by  the  department  survey.  (Seventy  percent  agreement 
was  necessary  to  meet  the  measurement  standard  established.)  The  dis¬ 
crepancy  in  the  attribution  of  responsibility  for  the  professional  chain 
was  explained  somewhat  by  the  sketches  of  the  professional  chain  submitted 
(see  Appendix  G),  which  revealed  that  all  department  survey  respondents 
showed  the  DFP  in  the  professional  structure. 

Questions  6(4).  For  explication  of  this  question,  see  Appendix  G. 

Questions  7(5).  To  the  question.  Do  you  feel  that  the  administra¬ 
tive  chain  is  correctly  constructed?  there  were  100  percent  agreement 
that  it  is  in  the  P/PA  survey  and  50  percent  agreement  in  the  department 
survey.  The  surveys  showed  an  average  80  percent  agreement,  meeting 
the  measurement  standard  overall  and,  thus,  the  criterion. 

Questions  9(7).  To  the  question.  Is  the  professional  organiza¬ 
tional  chain  correctly  structured?  the  respondents  to  the  P/PA  survey 
indicated  Yes,  50  percent,  and  No,  50  percent,  while  the  department  survey 
showed  Yes,  20  percent,  and  No,  80  percent.  Neither  of  these  two  ques¬ 
tions  satisfied  the  measurement  standard,  so  the  criterion  was  not  met. 
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The  PAs  thought  that  there  should  be  a  GMO  or  a  family  practitioner  be¬ 
tween  them  and  the  Chief,  DPC/CM,  and  the  department  survey  respondents 
thought  that  the  chain  should  go  through  the  DFP  before  reaching  the 
DPC/CM.  One  department  survey  respondent  was  in  favor  of  a  combined 
DPC/CM  and  DFP;  another  thought  that  the  DFP  should  be  decentralized 
to  the  TMC  level  to  provide  sick  call  for  active  duty  patients,  followed 
by  dependent  care. 

Questions  11(9).  These  questions  asked  if  there  was  a  congruence 
between  the  administrative  and  the  professional  chain.  The  P/PA  survey 
respondents  replied  Yes,  67  percent,  and  No,  33  percent,  while  the  depart¬ 
ment  survey  respondents  said  Yes,  60  percent,  and  No,  40  percent,  for 
an  overall  Yes  rate  of  64  percent.  The  measurement  standard  and  the 
criterion  were  thus  not  met. 

Summary.  It  was  felt  that  the  administrative  chain  is  correctly 
constructed  and  that  the  professional  chain  is  not.  What  is  needed  in 
the  professional  chain,  according  to  the  respondents,  is  either  a  GMO 
or  a  family  practitioner  to  "supervise"  or  "precept"  the  PAs.  Also, 
more  actual  similarities  between  the  two  chains  are  needed,  meaning  that 
either  the  DFP  or  the  DPC/CM  should  have  authority.  It  was  felt  that 
authority  should  not  be  split  between  the  two  departments,  with  one  ful¬ 
filling  administrative  duties  and  one  fulfilling  mainly  professional 
responsibilities.  This  group  of  questions  evaluated  failed  overall  to 
meat  the  criterion. 

Criterion  2:  Manageable 
span  of  control 

Only  questions  12(10)  and  13(11)  were  used  to  evaluate  Criterion  2. 
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The  administrative  chain  appeared  correct  to  50  percent  of  the  respond¬ 
ents;  the  professional  chain  appeared  correct  to  only  40  percent.  The 
difficulty  seems  to  be  that  the  chain  is  too  broad,  as  58  percent  of 
the  respondents  so  stated  when  queried  as  to  the  suitability  of  span  of 
control.  In  the  final  analysis,  this  criterion  was  not  met. 

Criterion  3:  Delineated 
responsibi 1 ity 

This  criterion  was  evaluated  with  questions  14(12).  Ninety- 
one  percent  of  the  respondents  felt  that  they  know  who  to  contact  for 
consultation  in  both  the  administrative  and  the  professional  chain.  De¬ 
lineated  responsibility  appears  to  be  adequate,  and  thus  this  criterion 
was  fully  met. 

Criterion  4:  Availability  of 
professional  and  administrative 
consultation 

Questions  17(15)  were  used  to  evaluate  this  criterion.  Concerning 
availability  of  professional  consultation,  73  percent  of  the  respondents 
said  that  it  is  readily  available;  80  percent  replied  that  administrative 
consultation  is  readily  available.  The  measurement  standard  was  satis¬ 
fied;  thus,  the  criterion  can  be  considered  to  have  been  fully  met. 

Criterion  5:  Continuity  of 
professional  and  administrative 
consultation 

Questions  16(14)  and  18(16)  were  used  to  evaluate  this  criterion. 
There  was  100  percent  agreement  on  the  desire  to  consult  with  the  same 
individual  for  guidance  on  a  recurring  basis,  but  only  27  percent  of 
the  respondents  reported  that  the  individual  to  be  contacted  is  always 
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the  same  person  on  the  professional  side  while  73  percent  replied  that 
it  is  the  same  person  on  the  administrative  side,  indicating  that  profes¬ 
sional  consultation  continuity  is  an  area  needing  improvement.  Since 
questions  16(14)  were  weighted  and  the  measurement  standard  was  satisfied, 
the  criterion  is  therefore  considered  to  have  been  met  for  administrative 
consultation . 

Criterion  6:  Facilitation 
of  PA  growth 

Seven  questions  were  used  to  evaluate  this  criterion. 

Questions  #47(32).  One  hundred  percent  of  the  respondents  at 
RACH  indicated  that  contact  between  the  PA  and  the  physician  covers  less 
than  two  hours  per  day,  not  meeting  the  measurement  standard  of  greater 
than  or  equal  to  two  hours  per  day  for  this  question. 

Question  #48.  The  PAs  reported  by  100  percent  that  contact  with 
the  physician  is  from  telephone  calls,  once  again  not  meeting  the  measure¬ 
ment  standard  for  this  question,  which  was  an  answer  other  than  telephone 
calls  or  no  major  contact. 

Questions  #50  and  #51(35).  These  questions  concerned  the  way  the 
PA  spends  his  time  after  sick  call  compared  to  the  way  he  feels  it  should 
be  spent  to  best  utilize  his  time.  The  answers  indicated  that  the  PA's 
time  is  usually  spent  working  on  records  (55  percent)  or  working  in  the 
hospital  (27  percent).  When  asked  where  he  should  spend  his  time  after 
sick  call,  P/PA  survey  responses  showed  that  PAs  would  prefer  to  spend 
time  working  on  records  (14  percent),  attending  training  (24  percent), 
working  in  the  hospital  (38  percent),  and  performing  other  duties  (24 
percent),  including  on  appointments  and  in  the  confinement  facility. 
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What  is  of  interest  here  is  hov.'  the  department  survey  respondents  felt 
the  PA  should  spend  his  time  and  how  the  PA  actually  spends  his  time. 
Specifically,  55  percent  of  the  PA  respondents  said  that  they  spend  time 
after  sick  call  working  on  records  while  only  14  percent  of  the  department 
survey  respondents  thought  that  this  was  how  the  PAs '  time  should  be 
spent.  Twenty-seven  percent  of  the  PAs  indicated  that  their  time  is 
spent  in  the  hospital,  while  38  percent  said  that  this  is  where  they 
sh'iuld  spend  their  time.  Agreement  v/ith  the  measurement  standard  was  45 
percent  and  66  percent  for  the  P/PA  and  the  department  survey,  respec¬ 
tively;  thus,  the  measurement  standard  was  not  met  on  these  questions. 

Question  *54.  See  Question  *54  under  Criterion  9. 

Summary.  For  Criterion  6,  the  majority  of  questions  did  not  sat¬ 
isfy  the  measurement  standard,  so  overall  the  criterion  was  not  met. 
It  appears  that  PA  growth  is  limited  because  of  the  amount  of  contact 
with  the  physician,  the  type  of  contact  when  it  occurs,  and  the  way  in 
which  the  PA  spends  his  time  after  sick  call  is  over. 

Criterion  7:  Agreement  with 
system  by  those  within  it 

Eleven  survey  questions  were  used  to  evaluate  this  criterion. 

Questions  23  and  24(21).  The  researcher's  intent  with  these  ques¬ 
tions  was  to  determine  whether  or  not  the  TMC  is  perceived  as  the  place 
where  the  actual  "primary"  or  principal  care  should  be  carried  out  and, 
if  so,  whether  or  not  it  was  felt  that  more  facilities  than  just  a  treat¬ 
ment  room  should  be  made  available.  However,  on  evaluation,  it  was  felt 
that  the  term  primary  care  v/as  probably  interpreted  by  the  respondents 
to  mean  initial  care  and  that,  thus,  the  answers  did  not  furnish  the 
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researcher  with  the  type  of  inforination  the  questions  were  designed  to 
elicit.  These  questions  were  therefore  eliminated  from  the  evaluation. 

Questions  27  and  29(24).  In  response  to  how  long  they  thought  the 
TMC  should  be  open,  100  percent  of  the  department  survey  respondents 
said  All  day,  and  67  percent  of  the  P/PA  survey  respondents  agreed.  This 
is  in  close  agreement  with  what  the  actual  hours  are  at  RACH.  The  surveys 
showed  an  82  percent  agreement  with  the  measurement  standard,  which  met 
the  criterion. 

Questions  28  and  30(25).  In  response  to  a  query  on  what  the  sick 
call  hours  of  the  TMC  should  be,  100  percent  of  the  P/PA  survey  respond¬ 
ents  said  from  6:00  a.m.  to  8:00  a.m.,  while  50  percent  of  the  department 
survey  respondents  said  the  same  thing,  with  the  remaining  50  percent 
feeling  that  the  TMC  should  be  open  from  7:00  a.m.  to  4:00  p.m.  That 
is,  the  P/PA  survey  respondents  were  in  100  percent  agreement  with  the 
actual  sick  call  hours,  while  only  50  percent  of  the  department  survey 
respondents  were.  Both  surveys  shov/ed  an  overall  agreement  between  ques¬ 
tions  of  80  percent;  thus,  the  measurement  standard  was  satisfied  and 
the  criterion  met. 

Questions  35(41)  and  36(42).  It  was  asked  if  the  PA  should  screen 
patients  at  the  algorithm-directed  TMC  (ADTMC).  These  responses  were 
compared  to  what  is  actually  done.  There  was  100  percent  agreement  by 
the  PAs  that  they  should  not  screen  at  the  ADTMC  and,  in  fact,  they  do 
not.  Tv/enty-five  percent  of  the  department  survey  respondents  felt  that 
the  PAs  should  screen  at  the  ADTMC,  but  100  percent  knew  that,  in  fact, 
the  PAs  do  not,  for  an  overall  agreement  rate  for  both  surveys  of  90 
percent,  which  satisfied  the  measurement  standard  and  met  the  criterion. 
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Questions  38(39).  Finally,  when  it  was  asked  if  the  referral 
system  is  correctly  constructed,  there  was  100  percent  agreement  by  the 
P/PA  survey  and  80  percent  by  the  department  survey  respondents.  This 
criterion  was  fully  met. 

Summary.  All  the  measurement  standards  were  satisfied,  so  overall 
the  criterion  was  met. 

Criterion  8:  Mechanism 
to  conduct  medical  audit 

There  were  only  two  questions  used  to  evaluate  this  criterion, 
questions  32(34).  Audits  of  the  PAs'  medical  records  are  required  by 
HSC  Regulation  40-5.  The  questions  asked  how  the  audit  is  being  accom¬ 
plished,  if  it  is.  Eighty  percent  of  the  P/PA  survey  respondents  said 
that  an  audit  is  not  being  done.  Sixty-seven  percent  of  the  department 
survey  respondents  said  that  it  rs  being  done  on  a  rotating  basis  by 
a  physician  and  17  percent,  by  a  committee;  17  percent  said  that  it  is 
infrequently  done.  A  joint  survey  average  of  55  percent  of  the  respond¬ 
ents  said  that  audits  arc  being  accomplished.  The  measurement  standard 
was  not  satisfied,  and  subsequently  the  criterion  was  not  met. 

Criterion  9:  Maximum  effective 
utilization  of  and  between 
physician  and  PA 

Seventeen  questions  were  used  to  evaluate  this  criterion. 

Questions  25(22).  To  the  question  of  whether  or  not  PAs  and 
physicians  are  being  efficiently  utilized,  the  P/PA  survey  respondents 
answered  Yes,  80  percent,  for  the  PAs  and  No,  83  percent,  for  the  physi¬ 
cians.  Similar  results  were  obtained  from  the  department  survey  respondents. 
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who  answered  Yes,  80  percent,  for  the  PAs  and  No,  80  percent,  for  the 
physicians.  The  PA  is  apparently  thought  to  be  efficiently  utilized. 
The  PA  portion  of  the  question  met  the  measurement  standard,  but  not 
the  Dhysician  portion.  Comments  from  the  P/PA  survey  indicated  that 
the  physician  should  spend  more  time  in  the  TMC  and  that  he  should  deal 
with  the  active  duty  troops  more  in  depth.  Several  respondents  said 
that  physician  supervisory  presence  is  needed  in  the  TMC;  one  tnought 
full  time. 

Questions  33(35)  and  34(37).  To  the  question  of  the  setting 
in  which  the  physician  mainly  comes  in  contact  with  the  PA  in  comparison 
to  the  setting  in  which  he  should  come  in  contact  with  the  PA,  40  percent 
of  the  P/PA  survey  respondents  answered  that  contact  is  usually  in  the 
hospital,  with  20  percent  saying  in  the  clinic;  14  percent  thought  that 
contact  should  take  place  in  the  hospital  and  86  percent,  in  the  clinic, 
showing  a  marked  difference  between  what  actually  happens  and  what  it  is 
thought  should  happen.  Similarly  75  percent  of  the  department  survey 
repsondents  indicated  that  contact  occurs  in  the  hospital  and  25  percent, 
at  the  clinic,  while  20  percent  of  the  department  survey  respondents 
thought  that  contact  should  occur  in  the  hospital  and  80  percent,  in  the 
clinic.  Agreement  on  the  P/PA  survey  was  34  percent  and  on  the  department 
survey,  45  percent;  however,  it  is  a  promising  indication  that,  although 
contact  is  not  occurring  in  the  place  both  types  of  respondents  desire, 
it  is  agreed  that  contact  should  be  in  a  clinic  setting  such  as  a  TMC  or 
in  an  outpatient  area.  Since  the  measurement  standard  was  not  satisfied 
by  these  questions,  the  criterion  was  not  met. 

Questions  #40  and  #41(26).  Thirty  percent  of  the  P/PA  survey 
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respondents  said  that  they  come  to  the  TMC  to  conduct  sick  call,  training, 
and  medical  audits,  while  60  percent  responded  that  they  should  come  to 
the  TMC  for  sick  call;  20  percent,  for  training;  and  20  percent,  for 
audits.  The  department  survey  indicated  that  39  percent  thought  that 
the  PAs  should  ccme  to  the  TMC  to  conduct  sick  call  and  31  percent  thought 
that  they  should  come  to  the  TMC  for  training  and  audits.  This  is  an 
agreement  rate  of  70  percent  for  the  P/PA  survey  and  90  percent  for  the 
department  survey.  For  both  the  surveys,  there  was  an  agreement  rate  of 
86  percent,  so  the  measurement  standard  was  satisfied  and  the  criterion 
met . 

Questions  -42  and  #43(28).  To  the  question  of  hov/  long  the  PA 
usually  remains  in  the  TMC,  100  percent  of  the  P/PA  survey  respondents 
said  All  day.  In  response  to  hov;  long  they  should  remain,  50  percent 
said  All  day  and  50  percent  said  One-half  day,  in  comparison  to  the  de¬ 
partment  survey,  where  100  percent  said  All  day.  Thus,  the  P/PA  survey  is 
in  50  percent  agreement  while  the  department  survey  is  in  100  percent 
agreement.  The  joint  survey  rate  is  75  percent,  v;hich  satisfied  the 
measurement  standard.  Thus,  the  criterion  was  met  for  these  questions. 

Questions  #44  and  #45(29).  When  asked  where  the  PA  goes  when  he 
leaves  the  TMC  if  he  spends  less  than  all  day  in  the  TMC,  50  percent  of 
the  P/PA  survey  respondents  said  To  the  hospital,  while  50  percent  said 
that  they  Don't  leave.  In  comparison,  they  felt  that  they  should  leave 
to  go  To  the  hospital,  80  percent,  and  that  they  Should  not  leave,  20 
percent.  The  department  survey  respondents  answered  To  the  hosoital, 
60  percent;  To  another  TMC,  17  percent-  and  Should  not  leave,  33  percent. 
The  P/PA  survey  agreement  rate  was  70  percent  and  the  department  survey 
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c  \>'as  S3  oerconr.,  for  an  O'/orall  rate  of  77  percent,  which 
Sc'  ^sfied  ':'ie  measurenen ■■  standard.  Thus,  the  criterion  was  met. 

Quest  1  nns _ ^-^3  and  '33).  When  asked  how  the  majority  of  contact 

between  physician  and  PA  occurs,  the  P 'PA  survey  respondents  indicated 
that  contact  is  mainiy  through  teiephcne  calls,  67  percent,  and  that  it 
does  ncP  occur,  33  percent.  The  department  survey  respondents  replied 
that  contact  should  occur  from  telephone  calls,  9  percent:  at  sick  call, 
27  percent;  during  audits,  18  percent;  during  training,  27  percent;  and 
through  direct  observation,  18  oercent.  This  was  an  agreement  rate  of 
9  percent,  the  measurement  standard  and  the  criterion  not  being  met  be¬ 
cause  the  majority  of  contact  between  physician  and  PA  is  through  tele¬ 
phone  cal  1  s . 

Questions  *54^  *55^  *56^  *57(30),  *58,  and  *59(31).  Because 
responses  tc  these  questions,  which  were  to  be  answered  by  physicians 
only  on  the  P/PA  survey,  were  not  adequate  (usually  one  respondent,  no 
respondent,  or  unanswered),  evaluations  could  not  be  properly  made.  Hence, 
’hese  Guest.ions  have  been  eliminated  from  the  discussion.  The  answers 
to  these  questions  are  available  for  review  in  Appendix  E. 

Summary.  It  is  important  to  remember  that,  overall,  it  was  felt 
that  the  PA  is  utilized  correctly  and  that  the  physician  is  not.  This 
basic  statement  holds  true  when  compared  to  the  rest,  of  the  questions 
asked  in  evaluation  of  this  criterion.  For  example,  there  was  agreement 
between  what  the  PA  comes  to  the  TMC  to  do  and  what  he  should  come  there 
to  do.  There  was  also  agreement  between  how  long  ho  stays  at  the  TMC 
and  how  lo.ig  ho  should  stay,  and,  further,  there  was  agreement  between 
where  he  actually  does  go  to  work  if  he  stays  in  the  clinic  less  than 
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all  day  and  where  he  should  go  to  work  if  he  leaves.  When  questions 
concerning  the  physician's  interplay  with  the  PA  were  asked,  the  measure- 
loent  standard  failed.  It  failed  when  the  PA  was  asked  how  the  majority 
of  contact  with  the  physician  occurs  (telaphcne  calls)  and  how  it  should 
occur  (sick  call  and  training).  It  failed  when  the  PA  was  asked  where 
the  maiority  of  the  contact  with  the  physician  occurs  (hospital  and  ER 
while  seeing  patients)  and  where  it  should  occur  (clinics).  In  the  final 
analysis,  since  the  questions  for  which  the  measurement  standard  was 
not  satisfied  were  weighted  questions,  even  though  the  answers  to  other 
questions  did  satisfy  the  measurement  standard,  overall,  this  criterion 
cannot  be  considered  to  have  been  met. 

Criterion  10:  Adequate  staffing 

Six  questions  evaluated  this  criterion. 

Questions  19(17).  These  questions  asked  if  the  respcndencs  thought 
that  there  was  adequate  staffing.  The  P/PA  survey  indicated  100  percent 
agreement  that  there  is  not  adequate  staffing,  and  the  department  survey 
shewed  that  80  percent  thought  that  staffing  is  inadequate.  Since  the 
measurement  standard  was  adequate  staffing,  this  criterion  was  not  met. 

Questions  21(19)  and  23(20).  The  final  questions  asked  if  there 
is  a  Medical  Service  Corps  (MSC)  officer  in  the  administrative  chain 
in'/cl  ving  TMCs  and  if  there  should  be  one.  The  P/PA  survey  respondents 
agreed  100  percent  that  one  is  not  needed  and  100  percent  that  there 
s  not  one  in  the  chain.  The  department  survey  indicated  that  one  is 
needed,  60  percent,  and  that  there  is  net  one  in  the  chain,  100  percent. 
The  combined  surveys  reflected  73  percent  agreement,  which  met  the  meas¬ 
urement  standard  and  the  criterion. 
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Summary.  Althcught  one  set  of  questions  did  meet  the  criterion, 
the  set  that  did  not  contained  weighted  questions.  Thus,  overall,  the 
critericn  ivas  not  met.  A  recapitulation  cf  all  the  RACH  outcomes  by 
c''i'erion  can  be  found  in  Appendix  H. 

Other  MEDDACs 

To  examine  and  discuss  the  existing  organizational  relationship, 
both  administrative  and  professional,  between  other  large  MEDDACs  and 
their  Tf1Cs  with  as  thorough  a  written  analysis,  with  percentages  met 
and  failed,  as  was  done  fo'^  the  Fort  Sill  MEDDAC  will  not  be  attempted 
here.  Instead,  the  researcher  will  indicate  whether  or  net  the  ten  major 
criteria  were  me"  and  expand  on  any  areas  which  might  prove  beneficial 
to  further  comparison  as  to  what  caused  a  critericn  to  be  met  or  to  fail 
to  be  met . 

Fort  Be1vo''r  MEDDAC 

Criterion  1:  Congruence  of  chains.  Negative  responses  to  the 
cuesticn  of  whether  or  not  the  administrative  and  the  professional  chain 
are  correctly  constructed  were  returned  by  two  flight  surgeons  who  wanted 
the  airfield  commandeV  in  both  the  professional  and  the  administrative 
chain  caused  this  measurement  standard  not  to  be  met.  The  department 
surveys,  however,  indicated  a  correctly  constructed  administrative  and 
professional  chain.  There  was  also  unanimous  agreement  on  congruence 
between  the  chains  by  both  surveys'  respondents.  Overall,  this  criterion 
is  considered  to  have  been  met. 

Criterion  2:  Manageable  span  of  control.  Measurement  standard 
and  critericn  were  fully  met  here. 
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Criterion  3:  Delineated  responsihi 1 ity.  Although  there  was 

100  percent  agreement  on  everyone  being  aware  of  whom  to  contact  for 
cr.nsul taticn  in  the  professional  and  the  administrative  chain,  the  method 
of  di ssemination  was  reported  to  be  substantially  by  word  of  mouth: 
for  the  professional  chain,  41  percent;  for  the  administrative  chain, 
33  percent.  Since  this  last  question  was  weighted,  overall,  this  cri¬ 
terion  is  not  considered  to  have  been  met. 

Criterion  4:  Availability  of  professional  and  administrative 

consul tation .  Measurement  standard  and  criterion  were  fully  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation.  Measurement  standard  and  criterion  were  fully  met. 

Criterion  6:  Facilitation  of  PA  growth.  This  criterion  was 
fully  met  because  the  one  PA  is  in  contact  with  the  physician  continuously 
throughout  the  workday. 

Criterion  7:  Agreement  with  system  by  those  within  it.  Measure¬ 
ment  standard  and  criterion  'were  fully  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standard  and  criterion  were  fully  met.  Audits  are  conducted  mainly  by  a 
designated  physician  and  sometimes  by  a  committee. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  Several  questions  could  not  be  evaluated  because  of  limited 
responses;  however,  the  key  to  evaluation  of  this  criterion  is  to  remember 
that  there  is  just  one  PA,  who  is  working  with  the  family  practitioner 
in  a  clinic  setting.  Therefore,  this  criterion  was  met. 

Criterion  10:  Adequate  staffing.  There  was  marked  disagreement 
over  whether  or  not  professional  staffing  is  adequate.  Respondents  to 
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the  P/PA  sur'.'ey  reported  that  it  is  not;  the  department  survey  respondents 
replied  that  it  is.  Also,  it  was  felt  that  an  MSC  officer  is  needed 
at  the  major  administrative  department  level,  yet  there  is  not  one,  al¬ 
though  professional -administrative  support  is  coordinated  by  an  MSC  offi¬ 
cer  in  the  Clinical  Support  Division  (CSD).  Since  professional  staffing 

was  nos  considered  adequaie  and  tin's  question  was  a  weighted  one,  overall, 

the  criterion  was  not  met-  However,  the  administrative  chain  did  meet 

the  measurement  standard  and  thus  the  criterion.  A  recapitulation  of 
outcomes  by  criterion  for  the  Fort  Belvoir  MEDDAC  is  presented  in  Appendix 
H. 

Fort  Penning  MEDDAC 

Criterion  1:  Congruence  of  chains.  It  was  felt  that  the  adminis¬ 
trative  and  the  professional  chain  are  correctly  constructed  but  that 

they  are  net  congruent.  Looking  at  the  sketches  submitted,  it  was  impos¬ 
sible  to  reach  a  decision  on  this  question.  There  does  appear  to  be 
a  GMO  preceptor  who  does  not  necessarily  work  at  each  TMC  and  a  senior  PA. 
Since  the  question  on  congruence  was  a  weighted  one,  overall,  the  crite¬ 
rion  is  not  considered  to  have  been  met. 

Criterion  2:  Manageable  span  of  control.  Measurement  standard 
and  criterion  were  fully  met. 

Criterion  3:  Delineated  responsibility.  Measurement  standard  and 
criterion  were  fully  met. 

Criterion  4:  Availability  of  professional  and  administrati ve  con¬ 
sul  tation .  Measurement  standard  and  criterion  were  fully  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation  .  Measurement  standard  and  criterion  can  be  considered  to  have 


34 


been  fully  met  for  the  administrative  chain  since  there  was  substantial 
agreement  that  the  same  individual  is  always  contacted  for  consultation. 
The  P/PA  survey  respondents  felt  that  the  professional  chain  shows  con¬ 
tinuity  of  consultation,  but  the  department  survey  repsondents  did  not 
agree.  Since  this  was  a  weighted  question  and  the  measurement  standard 
was  not  satisfied  for  the  professional  chain,  the  criterion  cannot  be 
considered  to  have  been  met  for  the  professional  chain. 

Criterion  6:  Facilitation  of  PA  growth.  This  measurement  stand¬ 
ard  and  thus  the  criterion  were  not  met  since  the  PA  is  usually  in  contact 
with  the  ohysician  less  than  two  hours  per  day,  has  the  majority  of  contact 
with  the  physician  by  telephone,  and  spends  the  majority  of  his  time 
after  sick  call  on  records. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
was  substantial  agreement  on  most  of  the  measurement  standard,  so  this 
criterion  can  be  considered  to  have  been  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standard  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  It  was  felt  that  the  PAs  are  being  efficiently  utilized  but 
net  the  physicians.  The  P/PA  survey  respondents'  comments  were  that 
the  physician  should  be  working  in  the  TMCs  so  the  patient  would  get 
better  care  and  the  PA  would  learn  more.  Some  P/PA  survey  respondents 
said  that  PAs  should  be  in  the  DFP,  and  one  department  survey  respondent 
said  that  physicians  and  PAs  need  to  work  together  more  as  a  team.  One 
last  comment  was  that,  to  maintain  rapport  and  gain  empathy  with  the 
PA,  the  physician  should  help  with  unusually  high  sick  calls,  so  he  should 
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be  assigned  to  work  with  the  PA  for  morning  sick  call,  which  would  also 
eliminate  some  unnecessary  referrals.  The  majority  of  the  measurement 
standards  involved  here  were  not  satisfied;  thus,  this  criterion  was 
not  met. 

Criterion  10:  Adequate  staffing.  Although  there  was  agreement 
on  the  need  for  an  MSC  officer  in  the  administrative  chain,  staffing  over¬ 
all  was  not  considered  adequate.  Since  this  last  question  was  a  weighted 
one,  the  criterion  overall  was  not  met.  A  recapitulation  of  outcomes 
by  criterion  for  Fort  Benning  MEDDAC  is  contained  in  Appendix  H. 

Fort  Bragg  MEDDAC 

Criterion  1:  Congruence  of  chains.  Measurement  standards  and 
criterion  were  met. 

Criterion  2:  Manageable  span  of  control .  The  department  survey 
respondents  felt  that  the  span  of  control  is  correct;  the  P/PA  survey 
respondents  did  not.  The  measurement  standards  were  not  satisfied;  thus, 
the  criterion  was  not  met. 

Criterion  3:  Delineated  responsibility.  There  was  agreement  by 
the  P/PA  survey  respondents  that  they  are  aware  of  whom  to  contact  for 
consultation,  but  the  department  survey  respondents  did  not  agree.  Indi¬ 
viduals  are  made  aware  of  whom  to  contact  substantially  by  word  of  mouth. 
Thus,  this  measurement  standard  was  not  satisfied;  overall,  the  criterion 
also  was  not  met. 

Criterion  4:  Availability  of  professional  and  administrative  con¬ 
sultation.  There  was  agreement  on  the  department  survey  that  consultants 
are  readily  available  in  both  the  administrative  and  the  professional 
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chain,  but  the  P/PA  survey  respondents  did  not  agree.  Considering  both 
surveys,  the  measurement  standard  was  satisfied;  thus,  overall,  the  cri¬ 
terion  was  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation  .  All  the  respondents  agreed  completely  on  the  desire  to  be 
able  to  contact  the  same  individual  for  guidance  on  a  recurring  basis, 
but  they  greatly  disagreed  on  the  ability  to  always  contact  the  same 
person.  Since  this  last  question  was  a  weighted  one  and  did  not  satisfy 
the  measurement  standard,  overall,  the  criterion  must  be  considered  not 
to  have  been  met. 

Criterion  6:  Facilitation  of  PA  growth.  Contact  between  physi¬ 
cian  and  PA  appears  to  be  frequent  and  for  a  variety  of  reasons,  although 
50  percent  of  the  P/PA  survey  respondents  said  that  contact  is  through 
telephone  calls.  One  P/PA  survey  respondent  did  say  that  the  availability 
of  phone  consultant  services  is  of  significant  value.  There  also  appears 
to  be  a  variety  of  duties  besides  working  on  records  performed  by  the 
PA,  and  this  was  recognized  by  the  department  survey  respondents.  There 
was  an  even  split  in  the  questions  meeting  the  measurement  standard; 
thus,  this  criterion  cannot  be  considered  to  have  been  met. 

Criterion  7:  Agreement  with  system  by  those  within  it.  Although 
there  was  some  disagreement  among  the  department  survey  respondents, 
the  P/PA  survey  respondents  were  in  substantial  agreement.  Every  question 
satisfied  the  measurement  standard,  and  thus  the  criterion  is  considered 
to  have  been  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standard  and  criterion  were  fully  met. 
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Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  The  majority  of  the  measurement  standards  involved  here 
were  satisfied;  thus,  this  criterion  is  considered  to  have  been  met.  It 
v/as  felt  that  the  PA  and  the  physician  are  being  effectively  utilized 
but  that  they  should  not  be  moved  around  so  much.  The  respondents  felt 
that  some  degree  of  permanency  is  needed  by  the  physician  and  the  PA. 
Contact  between  physician  and  PA  is  mainly  in  the  clinic  during  sick 
call  and  training;  seeing  the  physician's  patients  was  also  mentioned. 
It  is  of  interest  to  note  that  the  time  the  physician  spends  in  the  TMC 
ranges  from  all  day  to  one-half  day  to  just  for  sick  call. 

Criterion  10:  Adequate  staffing.  There  was  substantial  agreement 
that  staffing  is  not  adequate  for  either  the  professional  or  the  adminis¬ 
trative  structure;  thus,  the  measurement  standard  was  not  satisfied. 
Since  this  was  a  weighted  question,  the  overall  criterion  was  not  met 
either.  There  was  agreement  on  the  need  for  an  MSC  officer  in  the  admin¬ 
istrative  chain.  A  recapitulation  of  outcomes  by  criterion  for  Fort 
Bragg  MEDDAC  is  presented  in  Appendix  H. 

Fort  Campbell  MEDDAC 

Criterion  1:  Congruence  of  chains.  There  was  almost  no  agreement 
between  the  P./PA  survey  and  the  department  survey  respondents  in  this 
area.  One  reason  for  this  appeared  to  be  the  P/PA  survey  repsondents' 
desire  to  have  more  Division  Surgeon  representation  in  the  administrative 
chain  and  the  department  survey  respondents'  desire  to  have  less.  There 
was  generally  a  feeling  that  the  Division  Surgeon  and  the  DPC/CM  are 
sometimes  at  cross-missions.  One  respondent  stated  that  it  is  inappropri¬ 
ate  for  a  field  artillery  officer  to  be  in  the  rating  chain  of  a  physician 
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This  criterion  was  not  met. 

Criterion  2:  Manageable  span  of  control.  The  P/PA  survey  showed 
agreement  on  both  a  correct  administrative  and  a  correct  professional 
span  of  control;  the  department  survey  respondents  felt  just  the  opposite. 
The  criterion  was  met  overall  for  the  professional  span  of  control  but 
not  for  the  administrative  span  of  control. 

Criterion  3:  Delineated  responsibility.  Once  again,  the  P/PA 
and  the  department  survey  had  very  different  answers.  The  P/PA  survey 
respondents  felt  that  they  are  aware  of  what  individual  to  consult;  the 
deoartment  survey  respondents  felt  that  the  PAs  are  not.  The  P/PA  survey 
respondents  said  that  they  are  made  aware  of  whom  to  consult  in  the  tradi¬ 
tional  ivays,  mainly  through  means  other  than  word  of  mouth,  while  the 
department  survey  respondents  felt  that  word  of  mouth  is  the  dominant 
method  of  knowing  whom  to  see  for  both  professional  and  administrative 
consultation.  This  last  question  was  a  weighted  one,  and,  thus,  because 
its  measurement  standard  was  not  satisfied,  overall,  the  criterion  was 
not  met. 

Criterion  4:  Availability  of  professional  and  administrative 
consultation.  There  was  unanimous  agreement  that  the  individual  to  be 
contacted  is  not  readily  available  if  needed  in  both  the  administrative 
and  the  professional  chain.  Measurement  standard  and  criterion  were, 
therefore,  not  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation  .  Everyone  agreed  to  the  desire  to  be  able  to  consult  with 
the  same  individual,  but  only  the  P/PA  survey  respondents  thought  that 
continuity  actually  occurs,  though  only  in  the  administrative  chain. 
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Thus,  the  measurement  standard  and  the  criterion  were  met  for  the  adminis¬ 
trative  chain  but  not  for  the  professional  chain. 

Criterion  6:  Facilitation  of  PA  growth.  Contact  between  PA 
and  physician  appears  to  happen  frequently  and  for  a  variety  of  reasons, 
although  telephone  calls  comprise  a  large  portion  of  the  contact.  Also, 
there  was  no  agreement  on  what  the  PA  should  spend  his  time  doing  after 
sick  call.  These  questions  were  evenly  split  in  satisfying  the  measure¬ 
ment  standards,  and,  thus,  the  criterion  cannot  be  considered  to  have 
been  met  overall. 

Criterion  7:  Agreement  with  system  by  those  within  it.  The 
majority  of  the  measurement  standards  involved  here  were  satisfied;  thus, 
overall,  this  criterion  is  considered  to  have  been  met.  Still,  questions 
about  the  referral  system  brought  responses  such  as  the  "ADTtCs  are  a 
waste  of  time"  and  "Throw  out  the  algorithm." 

Criterion  8:  Mechanism  to  conduct  medical  audit.  The  measurement 
standard  and  the  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  The  P/PA  survey  respondents  strongly  felt  that  they  are 
correctly  utilized;  they  were  evenly  split  on  the  use  of  the  physician, 
as  were  the  department  survey  responses.  One  respondent  said  that  the 
TMC  should  have  a  physician  assigned  the  majority  of  the  time,  although 
another  said  that,  for  the  majority  of  TMC  problems,  the  PA  is  well  suited 
and  well  trained  to  cope  and  does  not  require  the  presence  of  a  physician. 
Still  another  comment  was  that  the  best  utilization  would  be  to  have 
PAs  see  troops  only  in  the  morning  and  dependents  of  troops  in  the  after¬ 
noon  at  a  centralized  TMC,  which  Fort  Campbell  MEDDAC  has.  One  last 
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comment  was  that  field  requirements  often  strain  the  remaining  resources 
and  interfere  with  the  patient  care  mission.  Since  several  measurement 
standards  were  not  satisfied,  including  one  for  a  weighted  question, 
this  criterion  was  not  met  overall. 

Criterion  10:  Adequate  staffing.  Staffing  was  not  considered 
adequate  except  in  the  administrative  area  by  the  P/PA.  survey  respondents; 
thus,  this  measurement  standard  was  not  satisfied,  and,  since  it  was 

a  weighted  question,  overall,  the  criterion  must  be  considered  not  to 

have  been  met  even  though  there  was  agreement  on  the  need  for  an  MSC 
officer  in  the  administrative  chain  and  there  is,  in  fact,  one  in  the 

administrative  chain.  A  recapitulation  of  outcomes  by  criterion  for 
the  Fort  Campbell  MEDDAC  may  be  found  in  Appendix  H. 

Fort  Carson  MEDDAC 

The  survey  results  from  the  Fort  Carson  MEDDAC  were  not  returned 
in  time  for  incorporation  into  this  study. 

Fort  Hood  MEDDAC 

Criterion  1:  Congruence  of  chains.  It  was  strongly  agreed  that 
the  administrative  and  the  professional  chain  are  correctly  constructed 
and  that  a  congruence  exists  in  the  chains  although  a  mixture  of  dual 

responsibilities  was  reported  between  the  Division  Surgeon  and  the  DPC/CM. 
All  questions  satisfied  the  measurement  standards;  thus,  the  criterion 
can  be  considered  to  have  been  met. 

Criterion  2:  Manageable  span  of  control.  None  of  the  questions 
satisfied  the  measurement  standard,  so  this  criterion  was  not  met. 

Criterion  3:  Delineated  responsibility.  There  was  unanimous 
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agreement  on  the  desire  to  contact  the  same  individual  in  the  chain  for 
consultation,  but  word  of  mouth  was  reported  to  be  the  prominent  means 
of  notification.  This  last  question  was  weighted,  and,  since  it  did 
not  satisfy  the  measurement  standard,  the  overall  criterion  is  not  consid¬ 
ered  to  have  been  met. 

Criterion  4:  Availability  of  professional  and  administrative 
consultation.  The  measurement  standards  involved  here  are  considered 
to  have  been  satisfied,  as  was  the  criterion,  but  one  respondent  felt 
that  there  is  "no  one  reasonably  available  to  get  a  hold  of  to  talk  to 
at  the  hospital . " 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation  .  Measurement  standard  and  criterion  were  met. 

Criterion  6:  Facilitation  of  PA  growth.  This  criterion  was 
not  met  since  there  was  not  sufficient  contact  between  physician  and 
PA  (only  one  TMC  has  a  physician--for  one-half  day  in  the  morning).  Also, 
although  there  is  a  variety  of  contacts  by  the  physician  other  than  phone 
calls,  audits  are  the  next  major  contact,  and  together  these  two  areas 
determine  57  percent  of  the  overall  PA  to  physician  contact. 

Criterion  7:  Agreement  with  system  by  those  within  it.  The 
measurement  standard  was  satisfied  for  only  half  the  questions  asked, 
so,  overall,  this  criterion  was  not  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standards  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  Both  surveys  considered  the  PA  to  be  efficiently  utilized, 
but  only  the  department  survey  respondents  thought  that  the  physician 
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is  efficiently  utilized.  Although  there  was  complete  agreement  on  the 
setting  for  PA  and  physician  to  make  contact  (clinics)  and  overall  agree- 
emnt  on  why  the  PA  should  come  to  the  TMC  (to  conduct  sick  call),  there 
was  no  agreement  on  three  other  measurement  standards,  one  of  which  was 
that  the  majority  of  PA-physician  contact  is  from  telephone  calls.  Numer¬ 
ous  comments  from  P/PA  survey  respondents  mentioned  that  the  physician 
should  be  in  each  TMC  at  least  one-half  day  and  that  the  physician  appar¬ 
ently  feels  that  he  is  available  for  consultation  only.  Overall,  this 
criterion  cannot  be  considered  to  have  been  met. 

Criterion  10:  Adequate  staffing.  There  was  complete  agreement 
that  the  administrative  chain  has  sufficient  resources  to  accomplish 
its  responsibilities  but  not  the  professional  chain.  There  was  limited 
agreement  on  the  need  for  an  MSC  officer  in  the  administrative  chain, 
even  though  there  is  one.  Since  the  previous  question  on  adequacy  was 
a  weighted  question  and  since  that  measurement  standard  was  satisfied 
only  by  the  administrati ve  chain,  the  criterion  can  be  considered  to 
have  been  met  only  by  that  chain.  A  recapitulation  of  outcomes  by  crite¬ 
rion  for  the  Fort  Hood  MEDDAC  is  presented  in  Appendix  H. 

Fort  Knox  MEDDAC 

Criterion  1:  Congruence  of  chains.  There  was  unanimous  agreement 
on  every  question  by  type  of  survey  that  the  chains  are  congruent;  thus, 
the  measurement  standards  and  the  criterion  were  fully  met. 

Criterion  2:  Manageable  span  of  control.  Once  again,  the  answers 
corresponding  to  these  measurement  standards  were  almost  unanimous. 
One  respondent  to  the  P/PA  survey  stated  that,  although  the  span  of  con¬ 
trol  is  correct  for  the  professional  chain,  it  is  "often  bypassed  for 
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referrals  and  dialogue  with  all  specialty  areas."  This  criterion  is 
considered  to  have  been  met. 

Criterion  3:  Delineated  responsibility.  There  was  unanimous 
agreement  on  the  awareness  of  whom  to  contact  for  consultation,  but  the 
P/PA  survey  respondents  felt  that  word  of  mouth  is  the  most  common  way 
of  finding  out  whom  to  consult.  However,  because  the  second  question 
was  a  weighted  one  and  it  did  not  satisfy  the  measurement  standard,  the 
criterion  cannot  be  considered  to  have  been  met  overall. 

Criterion  4:  Availability  of  professional  and  administrative 

consultation.  Measurement  standard  and  criterion  were  fully  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation.  Measurement  standard  and  criterion  were  met. 

Criterion  6:  Facilitation  of  PA  growth.  The  measurement  stand¬ 
ards  involved  here  were  not  satisfied  on  any  of  these  questions;  thus, 
the  criterion  was  net  met.  Contact  between  physician  and  PA  is  infrequent 
and  mostly  through  telephone  calls  or  through  the  PA  Coordinator,  who 
naturally  has  more  contact  with  the  physician.  Additionally,  the  majority 
of  the  PA's  time  after  sick  call  is  over  is  spent  on  records,  while  the 
PAs  felt  that  they  should  be  seeing  scheduled  appointments. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
were  mixed  comments  on  how  long  the  TMCs  should  be  open.  In  reality, 
some  are  open  all  day,  several  close  at  midday,  and  one  closes  after 
sick  call.  There  also  was  no  complete  agreement  on  what  sick  call  hours 
should  be.  Because  these  questions  did  not  satisfy  the  measurement  stand¬ 
ards,  the  criterion  cannot  be  considered  to  have  been  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
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standard  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  The  PA  was  considered  to  be  effectively  utilized  by  respond¬ 
ents  to  both  surveys.  Physician  utilization  could  not  be  evaluated  because 
of  the  number  of  replies.  Overall,  there  was  agreement  that  the  PA  and 
the  physician  should  have  the  majority  of  their  contact  in  the  clinics, 
which  is  where  the  PAs  want  to  spend  their  time,  mainly  at  sick  call 

duties.  There  were  two  measurement  standards  which  were  not  met;  One, 

the  PAs  did  not  prefer  tc  leave  the  TMC  to  be  best  utilized  yet  the  de¬ 
partment  survey  respondents  thought  that  they  should  gc  to  the  hospital, 

and,  two,  the  majority  of  contact  with  a  physician  occurs  in  a  variety 

of  ways  yet  it  was  thought  by  the  department  survey  respondents  that 
direct  observation  and  training  should  rank  high  when,  in  reality,  it 
does  not.  This  last  question  was  a  weighted  one  and  did  not  meet  the 
measurement  standard,  although  another  weighted  question  did.  Overall, 
it  must  be  considered  that  this  criterion  was  not  met.  One  of  the  com¬ 
ments  from  the  P/PA  survey  noted  that  "the  only  TMC  that  utilizes  a  physi¬ 
cian  and  PA  is  the  aviation  clinic;  there  should  be  a  physician  in  each 
TMC  to  help  the  PA  and  allow  him  to  do  something  more  besides  triage/refer, 
which  an  LPN  Tlicensed  practical  nursel/91B  can  do." 

Criterion  10:  Adequate  staffing.  Administrative  staffing,  it 

was  agreed,  is  adequate;  the  department  survey  respondents  thought  that 
professional  staffing  is  adequate  also,  although,  overall,  the  profes¬ 
sional  chain  did  not  satisfy  the  measurement  standard.  This  was  a  weighted 
question,  and  only  the  administrative  chain  responses  satisfied  the  meas¬ 
urement  standard  and  the  criterion.  On  the  questions  concerning  having 
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an  MSC  officer  in  the  adninistrative  chain,  there  was  agreement  on  the 
need  for  an  MSC  officer,  and  one  is  so  employed.  Nevertheless,  this  cri¬ 
terion  overall  cannot  be  considered  to  have  been  met.  A  recapitulation  of 
outcomes  by  criterion  for  the  Fort  Knox  MEDDAC  can  be  found  in  Appendix  H. 

Fc^t  Leonard  Wood  MEDDAC 

Criterion  1:  Congruence  of  chains.  There  was  complete  agreement 
that  the  administrative  and  the  professional  chain  are  correctly  con¬ 
structed  and  there  was  general  agreement  with  their  congruence.  The 
only  disagreement  was  that  the  major  department  head  for  the  administra¬ 
tive  chain  was  listed  as  the  DPC/CM  by  some  and  as  the  CSD  by  others. 
A  look  at  the  respondents'  wire  diagrams  shows  the  DPC/CM  as  the  major 
activity  head.  The  majority  of  measurement  standards  were  satisfied, 
and,  thus,  the  criterion  is  considered  to  have  been  met. 

Criterion  2:  Manageable  span  of  control.  Measurement  standard 
and  criterion  were  fully  met. 

Criterion  3:  Delineated  responsibility.  There  was  unanimous 
agreement  on  the  awareness  of  the  individual  to  contact  for  consultation 
if  needed;  however,  the  P/PA  survey  respondents  thought  that  word  of 
mouth  is  substantially  the  method  of  making  people  aware  of  whom  to  con¬ 
tact  in  the  chain.  Concerning  the  administrative  chain,  however,  it  was 
agreed  by  all  that  awareness  of  whom  to  consult  is  substantially  by  meth¬ 
ods  other  than  word  of  mouth.  Thus,  the  measurement  standard  and  the 
criterion  were  met. 

Criterion  4:  Availability  of  professional  and  administrative  con¬ 
sultation  .  Measurement  standard  and  criterion  were  fully  met. 
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Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation.  Measurement  standard  and  criterion  were  fully  met. 

Criterion  6:  Facilitation  of  PA  growth.  Contact  between  physi¬ 
cian  and  PA  does  not  occur  frequently,  and  what  contact  there  is  often 
comes  about  through  telephone  calls.  Although  there  was  substantial 
agreement  by  all  respondents  on  where  the  PA  should  spend  his  time  after 
sick  call  (hospital)  and  where  he  does  spend  his  time  overall,  the  major¬ 
ity  of  measurement  standards  v/ere  not  satisfied  and,  thus,  the  criterion 
was  not  met. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
was  substantial  agreement  with  the  way  the  system  is  organized  by  those 
within  it,  so  all  measurement  standards  were  satisfied  and  the  criterion 
was  met. 


Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standard  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  end  between  physi¬ 
cian  and  PA.  The  majority  of  department  survey  respondents  thought  that 
the  PA  and  the  physician  are  efficiently  utilized,  although  the  P/PA 
survey  respondents  had  mixed  reactions  about  this.  However,  the  measure¬ 
ment  standard  for  the  P/PA  responses  is  considered  to  have  been  met. 
There  was  unanimous  agreement  on  the  setting  in  which  the  PA  should  come 
in  contact  with  the  physician  (the  clinic)  and  on  the  reason  the  PA  should 
come  to  the  TMC  (to  conduct  sick  call).  There  was  close  agreement  on 
how  long  the  PA  should  remain  in  the  TMC,  mainly  one-half  day,  and  on 
how  the  majority  of  contacts  with  a  physician  are  made.  In  these  re¬ 


sponses,  although  telephone  calls  were  significant,  a  great  deal  of  contact 
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was  said  to  occur  in  other  areas,  such  as  training  and  direct  observation. 
Finally,  there  was  the  recocnition  by  the  department  survey  respondents 
that  the  best  place  for  the  PA,  if  he  stays  less  than  all  day  in  the 
TMC,  is  at  the  hospital.  Most  of  the  measurement  standards  involved 
here  were  satisfied,  so  overall  the  criterion  was  met.  Comments  from 
the  department  survey  respondents  indicated  that  the  physician  is  a  super¬ 
visor  and  not  a  "hands-on"  provider  in  the  TMC;  he  comes  for  evaluation, 
audit,  training,  and  consultation,  and,  as  a  supervisor,  he  travels  to 
several  TMCs  and  then  back  to  the  hospital.  The  P/PA  survey  respondents, 
however,  noted  that  a  physician  is  desired  in  the  TMC  to  improve  the 
patient  care  system.  Two  respondents  to  the  P/PA  survey  commented  that 
a  consolidated  TMC  would  better  provide  patient  care  and  better  utilize 
the  PA. 

Criterion  10:  Adequate  staffing.  There  was  substantial  agreement 
on  the  need  for  an  MSC  officer  in  the  administrative  chain,  and  one  is 
assigned.  There  was  also  agreement  that  the  professional  staffing  is 
adequate;  there  was  not  sufficient  agreement,  however,  that  the  administra¬ 
tive  chain  is  adequately  staffed.  Since  this  last  question  was  a  weighted 
one  and  the  measurement  standard  was  not  completely  satisfied  for  the 
administrative  chain,  the  criterion  is  considered  to  have  been  met  only 
for  the  professional  chain.  A  recapitulation  of  outcomes  by  criterion 
for  the  Fort  Leonard  Wood  MEDDAC  can  be  viewed  in  Appendix  H. 

Fort  Ord  MEDDAC 

The  measurement  standards  for  the  surveys  sent  to  the  Fort  Ord 
MEDDAC  were  evaluated  using  only  the  P/PA  survey,  of  which  no  respondents 
were  physicians.  There  were  no  department  surveys  returned. 
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Criterion  1:  Congruence  of  chains.  It  was  felt  that  both  the 
administrative  and  the  professional  chain  are  correctly  constructed  but 
that  congruence  is  lacking  in  these  chains.  This  was  substantiated  by  a 
comment  that  the  administrative  chain  falls  under  the  Division  Surgeon 
and  by  other  comments  that  it  is  under  the  DPC/CM.  Since  not  all  the 
measurement  standards  were  satisfied,  the  criterion  cannot  be  considered 
to  have  been  met. 

Criterion  2:  Manageable  span  of  control.  There  was  unanimous 
agreement  that  the  span  of  control  for  the  professional  chain  is  correct 
but  there  was  an  even  split  on  the  administrative  side.  The  measurement 
standard  was  thus  satisfied  for  the  professional  chain  but  not  for  the 
administrative  chain.  The  criterion  can  therefore  be  considered  to  have 
been  met  only  for  the  professional  chain. 

Criterion  3:  Delineated  responsibility.  There  was  unanimous 
agreement  that  everyone  is  aware  of  whom  to  contact  for  consultation, 
but  the  way  in  which  they  are  made  aware  of  whom  to  consult  is  mainly 
through  word  of  mouth.  This  last  question  was  weighted,  and,  because 
it  did  not  satisfy  the  measurement  standard,  the  overall  criterion  cannot 
be  considered  to  have  been  met. 

Criterion  4:  Availability  of  professional  and  administrative  con¬ 
sultation.  Measurement  standard  and  criterion  were  fully  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation.  There  was  total  agreement  on  the  desire  to  consult  with  the 
same  individual  on  a  recurring  basis;  it  was  felt,  however,  that  this 
is  likely  to  occur  only  on  the  administrative  side.  Thus,  the  measurement 
standard  and  the  criterion  were  satisfied  for  the  administrative  but 
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not  for  the  professional  chain. 

Criterion  6:  Facilitation  of  PA  growth.  Responses  on  contact 
between  PA  and  physician  met  the  measurement  standard  of  greater  than  or 
equal  to  two  hours  per  day;  however,  a  good  majority  of  contact  is  from 
telephone  cal'S.  There  was  substantial  agreement  between  what  the  PA 
thought  he  should  be  doing  after  sick  call  and  what  he  actually  does. 
There  was  no  physician  response,  so  this  perspective  on  contact  betv/een 
physician  and  PA  could  not  be  evaluated.  The  majority  of  the  measurement 
standards  were  satisfied,  so  the  criterion  is  considered  to  have  been  met. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
was  complete  agreement  on  the  length  of  time  the  TMC  should  stay  open 
and  the  construction  of  the  referral  system,  with  partial  agreement  on 
whether  or  not  the  PA  should  screen  at  the  ADTMC.  The  only  measurement 
standard  not  satisfied  was  the  one  concerning  the  hours  which  sick  call 
should  comprise.  Substantial  satisfaction  of  the  mesurement  standards 
resulted  in  the  criterion  being  met.  Several  comments  from  the  P/PA 
survey  respondents  indicated  a  need  to  abolish  the  algorithm. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  The  measurement 
standard  was  not  satisfi^.!  since  the  indication  was  that  the  medical 
audit  is  primarily  not  done  or  is  done  by  the  PA.  This  criterion  is 
not  considered  to  have  been  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  The  P/PA  survey  respondents  felt  that  both  physician  and  PA 
are  utilized  efficiently,  but  there  was  no  agreement  on  the  setting  in 
which  the  PA  should  come  in  contact  with  the  physician  (a  v/eighted  ques¬ 
tion)  or  on  the  reasons  the  PA  should  come  to  the  TMC.  There  was  agreement 
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on  how  long  the  PA  should  stay  at  the  TMC  (one-half  day)  and  where  he 
should  go  when  he  leaves  (to  the  battal ion  aide  station  [BAS]).  Overall, 
since  several  measurement  standards  were  not  satisfied,  including  one 
for  a  weighted  question,  the  criterion  cannot  be  considered  to  have  been 
met . 

Criterion  10:  Adequate  staffing.  The  P/PA  survey  respondents 
thought  that  there  is  not  adequate  staffing  on  the  administrative  side  but 
that  there  is  on  the  professional  side.  Since  this  was  a  weighted  ques¬ 
tion,  the  measurement  standard  and  the  criterion  are  considered  to  have 
been  met  for  the  professional  side  but  not  for  the  administrative  side. 
A  majority  said  that  an  MSC  officer  is  not  needed  but  were  uncertain 
as  to  whether  or  not  one  is  currently  utilized,  so  this  measurement  stand¬ 
ard  was  not  met.  The  recapitulation  of  outcomes  by  criterion  for  the 
Fort  Ord  MEDDAC  is  presented  in  Appendix  H. 


Fort  Polk  MEDDAC 

Criterion  1:  Congruence  of  chains.  The  responses  to  these  ques¬ 
tions  showed  complete  agreement  and  thus  the  measurement  standards  and 
the  criterion  were  fully  met.  Of  interest  in  this  structure  was  the 
fact  that  a  separate  chief,  DPC/CM,  was  eliminated  when  the  MEDDAC  went 
to  an  all  family  practice  system  and  now  the  Deputy  Commander  for  Clinical 
Services  (DCCS)  also  serves  as  the  Chief,  DPC/CM. 

Criterion  2:  Manageable  span  of  control.  Measurement  standard 
and  criterion  were  fully  met. 

Criterion  3:  Delineated  responsibility.  There  was  some  uncer¬ 
tainty  on  the  part  of  the  department  survey  respondents  as  to  the  amount 
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of  awareness  of  whom  to  contact  for  consultation  in  both  the  administra¬ 
tive  and  the  professional  chain.  The  P/PA  survey  respondents  felt  that 
they  are  aware  of  whom  to  contact.  The  method,  hov/ever,  of  making  people 
aware  of  whom  to  contact  is  substantially  by  word  of  mouth.  This  was 
a  weighted  question,  and,  thus,  because  the  measurement  standard  was 
not  satisfied,  the  criterion  overall  is  not  considered  to  have  been  met. 

Criterion  4:  Availability  of  professional  and  administrative  con¬ 
sultation  .  Measurement  standard  and  criterion  were  fully  met. 

Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation  .  There  was  total  agreement  on  the  desire  to  be  able  to  consult 
with  the  same  individual  for  guidance  on  a  recurring  basis,  but  actually 
the  individual  is  not  always  the  same  one.  This  last  question  was  weighted, 
and  the  measurement  standard  was  not  satisfied.  Not  satisfying  this 
measurement  standard  meant  that  the  overall  criterion  was  not  met. 

Criterion  6:  Facilitation  of  PA  growth.  There  appears  to  be 
substantial  contact  between  the  physician  and  the  PA  in  the  form  of  direct 
observation.  There  was  some  hint  of  disagreement  on  how  the  PA  should 
spend  his  time  after  sick  call  is  ever  and  how  he  actually  does  spend  it. 
The  P/PA  survey  respondents  thought  that  the  PA  spends  time  working  on 
records,  undergoing  training,  and  working  at  the  BAS  after  sick  call, 
while  the  department  survey  resoondents  thought  that  the  PA  spends  time 
mainly  in  the  BAS.  The  results  were  very  close  to  satisfying  the  measure¬ 
ment  standard.  Overall,  the  majority  of  measurement  standards  were  satis¬ 
fied,  and  thus  the  criterion  can  be  considered  to  have  been  met. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
was  agreement  on  these  responses  except  for  what  hours  sick  call  should 
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comprise.  Since  the  majority  of  the  measurement  standards  were  satisfied, 
the  criterion  can  be  considered  to  have  been  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standards  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  There  was  significant  agreement  that,  under  the  current 
system,  the  PA  and  the  physician  are  efficiently  utilized.  It  was  thought 
that  contact  between  PA  and  physician  should  happen  at  the  TMC,  and  that 
is  where  the  majority  of  contact  does  occur.  There  was  some  disagreement 
on  whether  or  not  the  PA  should  stay  in  the  TMC  all  day,  but,  if  he  leaves, 
it  was  agreed  that  his  efforts  should  be  utilized  at  the  BAS.  The  major¬ 
ity  of  the  measurement  standards  were  satisfied,  and,  thus,  this  criterion 
is  considered  to  have  been  met  overall.  One  comment  by  a  department 
survey  respondent  is  of  interest.  His  thought  was  that  the  PA  should 
report  to  the  TMC  only  after  stopping  at  the  BAS;  then,  if  patients  could 
not  be  handled  at  that  level,  they  could  be  referred  to  the  TMC,  where 
the  PA  has  better  equipment  for  treatment. 

Criterion  10:  Adequate  staffing.  There  was  agreement  that  the 
professional  staff  is  adequate  to  accomplish  its  responsibilities.  There 
was  a  close  consensus  on  the  administrative  side  that  staffing  is  less 
than  adequate,  so  this  measurement  standard  was  not  met.  There  was  over¬ 
all  agreement  the  need  for  an  MSC  officer  in  the  administrative  chain, 
and  one  is  so  employed.  Because  the  adequacy  of  staffing  was  a  weighted 
question  and  the  responses  on  the  administrative  chain  did  not  satisfy 
the  measurement  standard,  only  the  responses  on  the  professional  chain 
can  be  considered  as  meeting  the  criterion.  A  recapitulation  of  outcomes 
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by  criterion  for  the  Fort  Polk  MEDDAC  is  presented  in  Appendix  H. 

Fort  Riley  MEDDAC 

Criterion  1:  Congruence  of  chains.  It  was  felt  that  the  adminis¬ 
trative  and  the  professional  chain  are  correctly  constructed;  however, 
there  was  a  lack  of  agreement  as  to  whether  or  not  the  chains  are  actually 
congruent.  Studying  the  wire  diagrams,  it  appears  that  they  are  not 
similar.  Since  this  question  was  a  weighted  one,  failing  to  satisfy 
the  measurement  standard  meant  that  the  overall  criterion  was  not  met. 
Comments  by  both  P/PA  and  department  survey  respondents  indicated  that 
a  combination  of  division  and  MEDDAC  chain  sometimes  leads  to  confusion. 

Criterion  2:  Manageable  span  of  control.  The  administrative 
chain  was  considered  correct  but  not  the  professional  one.  Thus,  the 
administrative  chain  met  the  measurement  standards  and  criterion,  but 
the  professional  chain  did  not. 

Criterion  3:  Delineated  responsibility.  There  was  significant 
agreement  on  the  awareness  of  whom  the  individual  to  be  contacted  for 
consultation  is,  but  the  manner  of  making  people  aware  of  this  individual 
is  substantially  by  word  of  mouth.  Since  the  last  question  was  weighted 
and  the  measurement  standard  was  not  satisfied,  the  overall  criterion 
is  not  considered  to  have  been  met. 

Criterion  4:  Availability  of  professional  and  administrative  con¬ 
sultation  .  It  was  felt  that  administrative  consultation  is  readily  avail¬ 
able  but  not  professional  consultation.  Thus,  the  administrative  chain 
satisfied  the  measurement  standard  and  met  the  criterion;  the  professional 


chain  did  not. 
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Criterion  5:  Continuity  of  professional  and  administrative  con¬ 
sultation.  There  was  significant  agreement  on  the  desire  to  contact 
the  same  individual  in  case  guidance  is  needed;  however,  it  was  felt 
that  in  neither  the  professional  nor  the  administrative  chain  does  this 
occur.  Since  the  last  question  was  weighted  and  failed  to  satisfy  the 
measurement  standard,  overall,  the  criterion  is  not  considered  to  have 
been  met. 

Criterion  6:  Facilitation  of  PA  growth.  Although  there  are 
two  physicians  in  the  Fort  Riley  TMCs,  PAs  are  not  in  contact  with  them 
for  a  significant  number  of  hours.  Of  what  contact  there  is,  a  substan¬ 
tial  portion  is  by  telephone.  Most  measurement  standards  for  these  ques¬ 
tions  were  not  satisfied;  thus,  overall,  the  criterion  was  not  met. 

Criterion  7:  Agreement  with  system  by  those  within  it.  There 
was  partial  agreement  on  when  the  TMC  should  be  open  and  on  what  the 
sick  call  hours  should  be.  There  was  significant  agreement  on  whether 
or  not  the  PA  should  screen  at  the  ADTMCs  (No)  and  on  the  referral  system. 
The  majority  of  the  measurement  standards  involved  here  were  satisfied, 
so,  overall,  this  criterion  is  considered  to  have  been  met. 

Criterion  8:  Mechanism  to  conduct  medical  audit.  Measurement 
standards  and  criterion  were  fully  met. 

Criterion  9:  Maximum  effective  utilization  of  and  between  physi¬ 
cian  and  PA.  It  was  felt  that  PA  and  physician  are  efficiently  utilized, 
and  it  was  agreed  that  contact  between  physician  and  PA  should  be  in 
the  clinic  setting.  The  PA  comes  to  the  TMC  to  conduct  sick  call  mainly, 
and  this  was  in  agreement  with  what  the  survey  respondents  thought  the 
PA  should  do.  The  PA  appears  to  remain  in  the  TMC  only  one-half  day. 
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and,  again,  this  was  in  agreement  with  what  the  department  survey  respond¬ 
ents  felt  would  best  utilize  the  PA.  There  was  not,  however,  agreement 
as  to  where  the  PA  should  go  after  sick  call.  Usually,  the  PA  goes  to 
the  hospital  or  the  physical  exam  center,  but  the  P/PA  survey  respondents 
thought  that  the  majority  of  the  PA's  time  should  be  spent  at  the  hospi¬ 
tal,  which  was  in  agreement  with  the  department  survey  responses.  A 
majority  of  contact  with  the  physician  is  by  telephone,  although  direct 
observation  is  also  prominent.  The  department  survey  respondents  thought 
that  direct  observation  is  most  important.  Overall,  the  majority  of  the 
measurement  standards  were  satisfied,  so  the  criterion  was  met.  Two 
department  survey  respondents  said  that,  since  there  are  more  TMCs  than 
GMOs,  it  might  be  best  to  utilize  a  consolidated  TMC  after  sick  call. 
A  respondent  to  the  P/PA  survey  said  that  going  from  TMC  to  TMC  needs 
to  be  stabilized  so  that  there  can  be  better  follow-up. 

Criterion  10:  Adequate  staffing.  It  was  felt  that  there  is 
adequate  administrative  staff  but  not  adequate  professional  staff.  It 
was  also  felt  that,  overall,  an  MSC  officer  is  needed  in  the  administra¬ 
tive  chain  involving  TMCs,  and  one  is  currently  so  employed.  Since  the 
first  question  was  a  weighted  one  and  only  the  administrative  chain  satis¬ 
fied  the  measurement  standard,  only  the  administrative  chain  can  be  con¬ 
sidered  as  meeting  the  criterion.  A  recapitulation  of  outcomes  by  cri¬ 
terion  for  the  Fort  Riley  MEDDAC  is  located  in  Appendix  H. 


CHAPTER  IV 


ANALYSIS  OF  SURVEY  FINDINGS 

The  method  chosen  to  compare,  discuss,  and  evaluate  the  existing 
organizational  relationship,  both  administrative  and  professional,  between 
RACH  and  its  TMCs  with  alternative  methods  from  other  large  MEDDACs  will 
be,  first,  to  look  at  the  ten  major  criteria  to  ascertain  which  ones  were 
not  met  by  the  Fort  Sill  MEDDAC.  Then,  using  the  same  criteria  which 
Fort  Sill  MEDDAC  did  not  meet,  it  will  be  determined  if  a  better  system, 
idea,  or  comment  can  be  found  by  looking  at  the  systems  of  the  MEDDACs 
that  did  meet  the  criteria.  The  initial  information  can  be  easily  found 
by  looking  at  the  recapitulation  of  outcomes  by  criterion  for  all  MEDDACs 
contained  in  Appendix  H. 

Criterion  1:  Congruence  of  Chains 
Criterion  1  was  not  met  by  RACH.  The  main  reason  for  this  was 
the  belief  that  the  professional  chain  is  not  correctly  constructed  and 
an  obvious  dissimilarity  between  the  administrative  and  the  professional 
chain  (refer  to  Appendix  G).  This  noncongruence  leads  to  a  division  of 
responsibility  that  may  perhaps  cause  a  breakdown  of  interface  and  com¬ 
munication  among  all  involved  parties  and,  thus,  inefficiencies  in  per¬ 
forming  the  mission.  In  looking  at  other  MEDDACs  that  did  meet  this 
criterion.  Fort  Belvoir,  Fort  Bragg,  Fort  Hood,  Fort  Knox,  Fort  Leonard 
Wood,  and  Fort  Pclk,  all,  except  Fort  Knox  and  Fort  Leonard  Wood,  have 
exactly  the  same  administrative  and  professional  responsibility  chains. 
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Fort  Knox  and  Fort  Leonard  Wood  are  almost  identical  except  for  the  addi¬ 
tion  of  a  PA  coordinator  in  the  professional  chain  between  the  PAs  and 
the  major  department  head.  Certainly  these  chains  are  significantly 
simpler  and  more  congruent  than  the  ones  at  RACH. 

A  hidden  blessing  of  the  Fort  Sill  MEDDAC  may  be  its  not  being 
on  a  FORSCOM  post  and  having  a  Division  Surgeon;  this  is  pointed  out 
by  the  several  activities  that  did  not  meet  this  criterion,  e.g..  Fort 
Campbell  MEDDAC  respondents  felt  that  the  Division  Surgeon  and  the  DPC/CM 
are  often  at  cross-missions.  This  situation  is  also  present  at  the  Fort 
Ord  and  the  Fort  Riley  MEDDAC,  and  they  did  not  meet  this  criterion  either 
Fort  Bragg  and  Fort  Hood  MEDDAC  have  Division  Surgeons  but  met  the  cri¬ 
terion,  as  did  the  Fort  Polk  MEDDAC,  which  has  an  interesting  system. 
First  of  all,  the  Fort  Polk  MEDDAC  eliminated  the  separate  Chief,  DPC/CM, 
slot  when  the  MEDDAC  went  to  an  all  family  practice  system  and  now  the 
DCCS  serves  as  Chief,  DPC/CM,  with  Physical  Exam  (PE)  and  Emergency  Medi¬ 
cal  Services  (EMS)  reporting  to  him.  There  are  no  outlying  clinics.  The 
Division  Surgeon  is  also  the  Chief  of  TMCs  in  order  to  fulfill  the  obliga¬ 
tion  of  the  Director  of  Health  Services  for  post,  which  keeps  him  from 
being  left  out  of  the  responsibility  of  troop  care  and  enhances  his  con¬ 
trol  over  brigade  surgeons  and  division  PAs.  It  is  also  of  interest 
to  note  that,  in  all  MEDDACs  that  met  this  criterion,  they  either  have 
a  PA/GMO  coordinator  or  the  PAs  actually  work  with  the  physicians  in 
the  TMCs.  RACH  has  this  position,  too,  and  it  appears  to  be  one  which 


should  be  maintained. 
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Criterion  2:  Manageable  Span  of  Control 
Criterion  2  was  not  met  by  the  Fort  Sill  MEDDAC.  The  MEDDACs 

that  met  the  criterion  in  its  entirety  ware  those  at  forts  Belvoir,  Ban¬ 
ning,  Knox,  Leonard  Wood,  and  Polk.  The  two  MEDDACs  that  did  not  meet 
this  criterion  at  all,  those  at  Fort  Bragg  and  Fort  Hood,  happen  to  have 

the  largest  number  of  TMCs.  RACH  ranks  with  those  having  the  lowest 

number  of  TMCs.  This  criterion  will  not  be  discussed  at  any  great  length 
since,  as  the  literature  review  suggested,  perhaps  too  much  emphasis  has 
been  given  to  the  subject  already. 

Whet  certainly  needs  to  be  realized  is  that  span  of  control  needs 
to  be  considered  in  conjunction  with  staffing  and  responsibility.  In 
the  case  of  RACH,  there  is  a  Chief,  DPC/CM,  who  is  currently  a  major 

deoartment  head  in  charge  of  TMCs.  Besides  five  outlying  TMCs,  a  separate 
building  for  physical  examinations,  and  one  station  training,  there  are 
three  external  health  clinics  off  the  Fort  Sill  installation,  two  in 
a  neighboring  state.  The  Chief,  DPC/CM,  also  has  control  over  the  ER, 
the  AMIC,  and  the  EMS  Unit.  This  is  a  span  of  control  of  thirteen  activi¬ 
ties,  with  diverse  responsibilities  and  locations,  which  one  professional 
administrates.  There  is  a  Specialist  5  in  the  office  to  help  provide 
some  continuity,  but  the  rank  and  the  experience  of  this  individual  limit 
his  functions.  Further,  the  Chief,  DPC/CM,  is  considered  to  be  a  working 
professional  and,  thus,  is  not  even  a  full-time  administrator. 

Criterion  3:  Delineated  Responsibility 
This  criterion  was  fully  met  by  the  Fort  Sill  MEDDAC,  so  no  com¬ 


ment  is  necessary. 
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Criterion  4:  Avail  ability  of  Professional 
and  Administrati ve  Consultation 

This  criterion  v.ias  fully  mot  by  the  Pert  Sill  MEDDAC,  so  no  com¬ 
ment  is  necessary. 

Criterion  5:  Continuity  of  Profess ional 
and  Adm~;nistrative  Consultation 

Per  the  Port  Sill  MEDDAC,  the  respondents  reported  continuity 
cf  consultation  on  the  administrative  side  but  not  on  the  professional 
s^de,  as  was  the  case  with  three  other  MEDDACs,  There  was  complete  posi¬ 
tive  agreement  by  all  MEDDACs  on  the  question  of  whether  or  not  they 
desired  to  consult  './ich  the  sane  individual  for  guidance  on  a  recurring 
basis  in  both  the  professional  and  the  administrative  area. 

No  additional  information  ivas  gathered  to  enable  the  researcher 
to  determine  why  there  is  continuity  in  some  MEDDACs  and  not  in  others, 
but  one  comment  from  the  Port  Knox  MEDDAC,  which  met  the  criterion,  might 
prc'/e  informative.  The  respondent  said  that  the  professional  chain  is 
often  byoassed,  as  the  PA  has  referral  and  dialogue  privileges  with  all 
specialty  areas.  This  situation  is  known  to  exist  at  the  Fort  Sill  MEDDAC, 
where  the  ?As  interact  with  the  hospital  in  a  variety  of  ways.  This 
basic  structure  has  an  advantage  in  that,  if  one  avenue  of  entry  into 
the  system  does  not  v.;ork  or  is  not  available,  another  can  be  tried. 
The  disadvantage  is  that  continuity  in  the  chain  is  interrupted. 

A  PA  at  the  Fort  Ord  MEDDAC  commented  that  he  seeks  out  "the 
experts  in  the  area  and  not  someone  just  because  they  are  filling  a  slot." 
This  atti^.ude  might  very  well  indicate  why  the  respondents  at  seven 
out  of  eleven  MEDDACs  felt  that  professional  continuity  is  not  present 


at  thair  MEDDAC. 
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Criter-jon  S:  Facilitation 
of  PA  Growth 

Criterion  6  was  not  met  by  the  Fort  Sill  MEDDAC,  Two  very  impor¬ 
tant  reasons  for  this  are  the  limited  amount  of  contact  between  PA  and 
physician  and  the  fact  that  what  contact  does  exist  is  mainly  telephonic. 
Further,  the  PA  usually  spends  his  time  on  records  after  sick  call  is 
o'/er.  It  is  interesting  to  note  that  both  P/PA  and  department  survey 
respondents  at  the  -ort  Sill  MEDDAC  agreed  that  the  PA  should  not  be 
spending  the  majority  of  his  time  on  records  after  sick  call. 

Three  MEDDACs  met  this  criterion,  those  at  Fort  Belvoir,  Fort 
Crd,  and  Fort  Polk.  The  advantage  to  all  these  MEDDACs  is  significant 
PA-physician  interface  in  the  clinic  setting.  The  Fort  Belvoir  MEDDAC 
has  its  one  PA  at  a  satellite  clinic  with  two  family  practitioners;  the 
Fcrt  Ord  MEDDAC  has  a  PA  with  a  GMO  or  a  flight  surgeon  in  four  of  its 
five  TMCs;  and  the  Fort  Polk  MEDDAC  couples  its  PAs  with  a  brigade  surgeon, 
a  MEDDAC  GMO,  or  a  flight  surgeon.  It  should  again  be  noted  that  these 
are  the  three  MEDDACs  with  the  least  number  of  TMCs  and  that  Fort  Sill 
MEDDAC  -is  the  same  size  as  two  of  these.  Having  a  PA  with  a  physician 
in  the  clinic  setting  obviously  facilitates  PA  growth  by  direct  contact 
through  observation  by;  indepth,  immediate  consultation  with;  and  training 
from  the  physician. 


Criterion  7:  Agreement  with  System 
by  Those  within  It 

Almost  every  MEDDAC,  including  RACH,  met  this  criterion;  there¬ 


fore,  no  comment  is  necessary. 
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Criterion  8:  Mechanism  to 
Conduct  Medical  Audit 

For  the  Fort  Sill  MEDDAC,  the  department  survey  respondents  thought 
that  medical  audits  were  being  performed,  but  the  P/PA  survey  respondents 
did  not.  The  overall  result  was  that  55  percent  said  that  audits  are 
accomplished;  thus,  the  Fort  Sill  MEDDAC  failed  to  meet  this  criterion. 
Every  other  MEDDAC  but  that  of  Fort  Ord  met  this  criterion. 

The  consensus  on  the  way  in  which  medical  audits  are  performed 
is  presented  in  Table  1.  The  designated  physician  was  usually  the  Chief, 


TABLE  1 

SUMMARY  CONSENSUS  ON  MECHANISM  TO 
PERFORM  MEDICAL  AUDITS 


Mechanism 

Consensus 

Percentage 

Designated  physician 

75 

Commi ttee 

10 

Other 

6 

PA 

4 

Rotated  among  physicians 

4 

CL 

O 

CO 

1 

TOTAL 

100 

DPC/CM,  followed  by  the  Division  Surgeon,  the  GMO  supervisor,  and  the 
TMC  officer-in-charge.  Most  of  these  mechanisms  have  the  capability 
of  working.  Designated  physician,  committee,  and  rotation  among  physi¬ 
cians  pinooint  responsibility  to  get  the  medical  audit  accomplished.  The 
PA  is  obviously  not  the  individual  to  audit  his  or  his  cohorts'  records. 
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so  this  means  shouid  be  excluded  from  the  possible  mechanisms  for  medical 
audit . 


Criterion  9:  Maximum  Effective  Utilization 
of  and  between  Physician  and  PA 

The  Fort  Sill  MEDDAC  did  not  meet  this  criterion,  nor  did  five 
other  MEDDACs.  The  reason  for  failure  appears  to  be  not  the  utilization 
of  the  PA  but  rather  the  utilization  of  the  physician  with  the  PA.  The 
present  method  at  RACH  brings  the  PA  to  the  TMC  to  conduct  sick  call, 
where  he  usually  remains  all  day.  If  the  PA  does  get  a  chance  to  leave, 
he  goes  to  work  at  the  hospital.  This  routine  is  in  agreement  with  what 
the  PA  desires  to  do  and  what  the  department  survey  respondents  felt 
should  happen.  Physician  interface  with  PAs  is  minimal,  however;  the 
majority  of  contact  is  by  telephone,  although  some  occurs  in  the  ER  during 
additional  duties  for  the  PA. 

The  Fort  Belvoir  MEDDAC  met  this  criterion  because  its  one  PA 
works  with  the  family  practitioner  in  the  satellite  clinic.  The  Fort 
Bragg  MEDDAC  met  the  criterion  even  though  the  time  a  physician  spends 
in  the  TMC  ranges  from  all  day  to  one-half  day  to  just  for  sick  call. 
The  Fort  Knox  MEDDAC  did  not  meet  the  criterion,  but  a  P/PA  survey  re¬ 
spondent  in  the  Fort  Knox  MEDDAC  had  an  interesting  perspective  on  the 
utilization  of  the  PA.  His  comment  was  that  a  physician  should  be  in 
the  TMC  to  help  the  PA,  to  allow  him  to  do  "something  besides  triage/re¬ 
ferral,  whi'^h  an  LPN/91B  could  do."  One  department  survey  respondent  at 
the  Fort  Leonard  Wood  MEDDAC,  which  met  the  criterion,  stated  that  the 
"physician  is  a  supervisor  and  not  a  'hands-on'  provider  [at  the  TMC 
level]  but  should  come  for  evaluation,  audit,  training,  and  consultation. 


63 


He  is  a  supervisor  of  several  TMCs  and  goes  to  each  before  returning 
to  the  hospital."  This  type  of  system  is  certainly  different  from  the 
current  one  at  RACH  and  implies  a  very  different  interface  between  physi¬ 
cian  and  PA. 

A  department  survey  respondent  from  Fort  Riley  MEDDAC  noted  that, 
if  there  are  more  TMCs  than  GMOs,  then  perhaps  the  TMC  function  should 
be  consolidated,  at  least  after  12:00  noon.  The  Fort  Sill  MEDDAC  does 
have  a  shortage  of  GMOs,  so  this  suggestion  might  help  to  correct  the 
difficulty  of  physician  and  PA  not  being  able  to  work  together. 

A  respondent  from  the  Fort  Polk  MEDDAC,  which  also  met  the  cri¬ 
terion,  commented  that  the  best  utilization  of  the  PA  is  for  him  to  report 
to  the  TMC  only  after  stopping  at  the  BAS,  where  the  ADTMCs  have  indicated 
which  patients  the  PA  should  see.  Patients  not  able  to  be  handled  by 
the  PA  at  that  level  should  then  be  referred  to  the  TMC,  where  the  PA 
has  better  equipment  to  handle  patients.  This  suggestion  could  very 
'well  decrease  sick  call  numbers  enough  to  free  the  PA  at  mid-morning 
for  other,  more  worthwhile  activities,  such  as  training,  working  with 
a  physician  in  the  hospital,  etc. 

Criterion  10:  Adequate  Staffing 

Part  of  this  criterion  was  purely  a  subjective  evaluation  for 
the  respondents  to  see  if  they  thought  that  staffing  was  adequate  in 
the  professional  and  the  administrative  area.  Forty-five  percent  of 
the  respondents  indicated  that  there  is  adequate  staffing  in  both  chains; 
an  additional  18  percent  said  that  there  is  adequate  staffing  in  either 
the  administrative  or  the  professional  area,  but  not  both.  Respondents 
at  four  MEDDACs,  including  those  at  Fort  Sill,  thought  that  there  is 
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not  adequate  staffing  in  either  area.  It  is  interesting  that,  of  these 
facilities,  two  are  TRADOC--Fort  Benning  and  Fort  Sill--and  two  are 
F0RSC0M--Fort  Bragg  and  Fort  Campbell.  It  might  have  been  assumed  that 
staffing  problems  v/ould  occur  mere  often  on  a  TRADOC  post  because  of 
unavailability  of  additional  assets  from  FORSCOM  units. 


CHAPTER  V 


CONCLUSIONS,  RECOMMENDATIONS,  AND 
PROPOSED  IMPLEMENTATION  PLAN 

Conclusions 

As  a  result  of  this  study,  the  following  conclusions  have  been 

reached: 

1.  The  present  organizational  relationship,  both  administrative  and 
professional,  between  Reynolds  Army  Community  Hospital  and  its  troop 
medical  clinics  is  an  ineffective  system  because  the  two  chains  of 
responsibility  lack  congruence,  the  span  of  control  is  incorrectly 
structured,  the  continuity  of  professional  consultation  is  absent, 
the  growth  of  physician  assistants  is  not  facilitated,  no  mechanism 
is  established  to  audit  PA  records,  the  maximum  effective  utilization 
of  and  between  physician  and  PA  at  the  TMC  is  not  provided,  and  the 
staffing  is  not  adequate. 

2.  The  information  received  from  surveys  for  examination,  discussion, 
and  comparison  of  the  existing  organizational  relationship,  both 
administrative  and  professional,  betvjeen  other  large  MEDDACs  and 
their  TMCs  provided  data  which  can  be  used  in  the  formulation  of 
recommendations  to  restructure  the  organizational  relationship,  both 
administrative  and  professional,  between  RACH  and  its  TMCs  to  provide 
the  best  organizational  relationship  possible. 
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Recommendations 

Recommendations  on  the  best  relationship,  both  administrative 
and  professional,  between  Reynolds  Army  Community  Hospital  and  its  TMCs 
are  listed  below.  Each  recommendation  listed  is  expected  to  satisfy 
certain  measurement  standards  of  a  criterion  not  met  in  the  survey. 
This  relationship  is  also  indicated  below.  The  recommendations,  evolved 
through  examination  and  analysis  of  the  survey  data  and  subsequent  perti¬ 
nent  comparisons,  are  as  follows: 

1.  Fort  Sill  is  considered  to  be  a  "family  practice  installation";  thus, 
troop  care  should  be  family  practice  oriented.  Each  TMC  now  under 
the  DPC/CM  should  be  placed  under  administrative  and  professional 
supervision  of  a  DFP  clinic.  This  restructuring  would  provide  congru¬ 
ence  to  the  chains  (Criterion  1).  However,  the  reorganization  could 

be  accomplished  by  four  different  approaches.  In  all  four  methods, 

the  DFP  clinics  would  be  reorganized  so  as  to  support  the  dependents 
of  the  units  with  which  the  TMCs  are  now  aligned. 

a.  Removing  the  TMCs  from  the  DPC/CM  would  take  a  substantial  respon¬ 
sibility  from  the  Chief,  DPC/CM,  so  this  position  should  be  abol¬ 
ished.  The  remaining  sections,  i.e.,  ER,  AMIC,  PE,  One  Station 
Training  (OST),  and  off-post  health  and  troop  medical  clinics, 

would  report  to  the  DCCS.  (The  Fort  Polk  MEDDAC  has  a  chain 
similar  to  this.)  This  reorganization  would  make  available  a 
senior  GMO  for  assignment  to  the  ER  or  elsewhere  and  free  the 

administrative  noncommissioned  officer,  who  should  go  to  the 
Chief,  DFP,  to  help  coordinate  these  new  clinics.  See  Figure  1 
for  a  diagram  of  this  new  structure. 
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b.  The  restructuring  involved  here  would  be  essentially  the  same 
as  in  Recommendation  la,  except  that  the  Chief,  DPC/CM,  would 
be  retained  and  given  responsibility  for  ER,  AMIC,  PE,  OST,  and 
off-post  health  and  troop  medical  clinics.  See  Figure  2  for 
a  diagram  of  this  new  structure. 

c.  This  reorganization  would  duplicate  Recommendation  lb,  except 
that  the  Chief,  DFP,  would  report  to  the  Chief,  DPC/CM.  See 
Figure  3  for  a  diagram  of  this  new  structure. 

d.  This  recommendation  is  the  same  as  Recommendation  la,  except 
that  ER,  AMIC,  PE,  OST,  and  off-post  health  and  troop  medical 
clinics  would  report  to  the  Chief,  DPC/CM/FP.  This  is  in  reality 
the  same  span  of  control  as  under  the  present  system  with  the 
DPC/CM  except  that  the  Family  Practice  clinics  would  be  inserted 
between  the  TMCs  and  the  Chief;  however,  the  Chief  would  now 
have  a  family  practitioner  through  whom  to  work  in  supervising 
the  TMCs  both  administratively  and  professional ly.  See  Figure 
4  for  a  diagram  of  this  new  structure. 

Under  all  these  reorganizations,  it  is  suggested  that  a  PA  or  a  GMO 
coordinator  be  placed  between  the  TMCs  and  the  Family  Practice  clinics. 
This  reorganization  would  improve  span  of  control  (Criterion  2)  by 
dividing  the  responsibility  of  the  overworked  and  understaffed  DPC./CM 
and  giving  part  or  all  of  it  to  the  Chief,  DFP,  who  has  family  practi¬ 
tioners  in  each  clinic  whom  he  could  assign  as  coordinators  for  the 
newly  assigned  TMCs,  working  through  them  to  supervise  the  TMCs. 
This  reorganization  v/ould  further  delineate  responsibility  (Criterion 
3)  so  that  measurement  for  Criterion  3  would  contf.iue  to  be  met  and 
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improved.  With  the  TMCs  directly  under  a  specific  DFP  clinic,  avail¬ 
ability  of  an  individual  for  consultation  (Criterion  4)  v;ould  be 
assured.  Also,  this  arrangement  would  certainly  increase  agreement 
with  the  system  by  the  PA  (although  it  might  decrease  it  for  the 
physician),  thus  satisfying  Criterion  7  more  fully. 

2.  The  DFP  should  be  reorganized  so  that  clinic  panels  coincide  viith 

the  units  now  supported  by  the  TMCs  so  that  administrative  and  profes¬ 
sional  responsibility  is  appropriately  assigned.  With  more  stream¬ 

lined  channels  of  responsibility,  the  likelihood  of  dealing  with 
the  same  individual  (Criterion  5)  viould  be  increased,  improving  pro¬ 
fessional  as  wall  as  administrative  continuity  until  the  overall 
criterion  was  met. 

3.  Family  practitioners  should  be  required  to  work  with  the  PAs  during 

sick  call  hours  at  the  TMC  (Criteria  6  and  9).  This  'was  a  major 
area  of  concern  for  respondents  to  both  surveys.  One  suggestion 
is  to  have  a  different  family  practitioner  rotate  assignment  through 
the  TMC  every  month,  giving  each  family  practitioner  a  chance  to 
know  the  active  duty  members  of  the  dependents  he  has  been  treating. 
There  is  sufficient  room  in  each  TMC  to  accommodate  a  physician  during 
the  sick  call  hours.  No  new  equipment  would  be  needed,  and  additional 
supplies,  if  any,  required  should  be  minimal.  This  approach  would 
speed  up  sick  call  or,  at  the  very  least,  turn  it  into  more  of  a 
teaching  vehicle  for  the  PAs  and  the  screeners.  If  sick  call  were 

accomplished  more  quickly,  this  would  allov/  the  PA  to  spend  more 
time  at  the  hospital  working  in  a  specialty  area  or  with  "his'  DFP 
clinic,  attending  more  training,  or  just  getting  his  paperwork  done. 
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This  system  might  ultimately  allov;  aopointing  patients  with  the  physi¬ 
cians  for  follow-up  at  the  hospital.  It  would  definitely  reduce 
referrals  to  the  hosnital  and  most  certainly  provide  better  treatment 
for  the  active  duty  patients  ('which  '.vould  moan,  at  a  minimum,  less 
transportaticn  time).  It  is  realized  that  there  is  the  potential 
for  loss  of  workload  in  taking  family  practitioners  from  their  clinics 
and  letting  them  super'/ise  P"s  and  treat  active  duty  personnel  at 
ohe  TMCs.  String8n+  controls  on  documenting  patients  seen  in  the 
TMC  referred  from  the  screener  or  the  PA  would  be  a  must  to  heln 
rffset  this  potential. 

An  individual  should  be  designated  for  continuity  of  consultation 
'Criteria  5  and  9).  Following  up  on  the  suggestion  in  Recommendation 
3,  having  one  physician  rotate  through  the  TtiC  each  month  would  pro¬ 
vide  that  one  source  (the  saite  individual)  for  professional  consulta¬ 
tion  on  site.  Scecialty  consultation  could  then  be  the  family  practi- 
0 loner's  decision. 

An  individual  should  be  designated  for  medical  r:  :rds  audit  (Critet'ia 
3  and  3).  The  reorganization  would  indicate  that  the  most  logical 
persvn  ".o  conduct  an  audit  of  the  PA's  records  would  be  the  piiysician 
werking  wi‘:'n  "ho  PA  in  the  TMC.  Once  again,  having  one  ohysician 
throug'n  i,lie  TMC  each  month  would  pinpoint  that  one  source 
(a  ''designated  physician,"  the  most  prevalent  means  of  auditing  rcc- 
rds ;  '  vo  resoonsible  for  medical  record  audits  f'i'r  that  month. 

Tilt'  var-uos'  for  closure  of  ADTMCs  should  be  re- i  n  i  t  i  a  tod  .  humer'us 
comments  from  survey  respondGn''.s  indicated  that  the  ADTMCs  should 
bo  ab  lished.  Research  in  this  area  has  already  been  d'tno  'ey  ono.hor 
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student,  and  closure  has  been  recommended,  with  the  unit  medics  to  be 
offered  work  in  the  TMC  to  conduct  screening  and  fulfill  other  medical 
duties.  Perhaps  this  would  be  a  more  attractive  offer  to  the  units 
now  if  they  knew  that  a  physician  would  be  providing  professional 
supervision  during  sick  call  hours.  These  additional  assets  would 
have  the  potential  of  further  improving  the  sick  call  process  (Cri¬ 
terion  10). 

7.  If  Recommendation  la  or  lb  is  accepted,  an  MSC  officer  should  be 
assigned  to  the  Clinical  Support  Division  to  help  the  DCCS  in  the 
administration  of  these  new  structures.  If  Recommendation  Ic  or 
Id  is  accepted,  an  MSC  officer  should  be  assigned  to  the  Chief,  DPC/CM 
(Criterion  10).  The  majority  of  survey  respondents  felt  that  there 
should  be  an  MSC  officer  at  the  major  department  head  level  in  the 
administrative  chain  involving  TMCs.  It  is  uncertain  whether  the 
respondents  meant  to  designate  the  department  level  itself  or  the 
CSD  or  a  similar  office  level,  but  the  responses  indicated  that  the 
respondents  felt  that  there  is  a  need  for  such  an  officer  devoted 
to  TMC  level  administration.  This  individual  would  initially  need 
to  be  an  officer  already  in  the  organization. 

8.  A  study  should  be  initiated  to  determine  the  feasibility  of  consoli¬ 
dating  the  TMCs  after  sick  call  (criteria  6,  9,  and  10).  Closing 
one  or  two  clinics  and  rotating  coverage  may  free  assets  for  other 
duties  or  let  thos"’  clinics  which  are  closed  catch  up  on  administra¬ 


tive  dut  i  es . 
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Proposed  Impletnentation  Plan 

The  requirements  to  implement  these  recommendations  could  be 
accomolished  completely  through  administrative  procedures,  i.e.,  there 
v/^r^uld  be  nn  ohysical  movement,  no  equipment  to  purchase,  etc.,  involved 
in  their  -imp ! emen+ation .  There  would  be  eight  major  areas  to  be  addressed: 

1.  Realignment  of  the  TMCs  from  under  the  DPC/CM  to  under  the  DFP. 

2.  Reorganization  of  the  Family  Practice  clinics  so  that  their  panels 
coincide  with  the  units  supported  by  the  TMCs. 

Assignment  of  family  practitioners  to  begin  working  in  the  TMCs  during 
sick  call. 

4.  Designation  cf  an  individual (s)  for  continuity  of  consultation. 

5.  Designation  of  an  individual (s)  for  medical  record  audit. 

G.  Re-initiation  of  the  request  for  closure  of  the  ADTMCs. 

7.  Assignment  of  an  MSC  officer  to  help  in  administrating  the  TMCs. 

8.  In •'■.i at:. ion  of  a  study  tc  determine  the  feasibility  cf  consolidating 
■lie  TMCs  after  sic.k  call. 

F-irst  and  mrst  important  in  any  change  plan  is  the  support  of 
all  affected  activir,ies  and  their  participation  in  planning,  ccordination, 
and  imp] enentacion  of  recommendations.  The  major  activities  to  be  in- 
"olveu  '..aauld  appear  to  be  DPC/CM  with  P/t  representative,  DFP,  DCCS,  Ds- 
parcnenc  of  Nursing,  CSD,  and  Patient  Administration  Division  (PAD). 

implementaticn  of  Recommendation  1  (reassignment  cf  TMCs  from 
DPC/CF  tc  DFP;  would  include  the  following  steps: 

1.  The  Commander  would  make  a  decision  as  to  which,  if  ariy,  approach 
under  ':his  rGC'rmmendaticr  to  accept. 

2.  A  request  would  be  sent  to  FISC  for  anproval  (if  r 
r  ?  f  a  0  r.  ^  z  ^  '■  i  '■?  n  . 


eruired'  who 
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3.  A  simple  crganizat ional  chart  would  be  prepared  and  distributed  through¬ 
out,  the  hospital  to  inform  the  staff  of  the  change. 

4.  The  date  for  the  change  would  be  published. 

5.  The  change  wculd  be  accomplished. 

5.  A  more  detailed  chart  and  more  encompassing  information  would  be 
sent  to  various  activities  to  inform  them  of  the  change--e .g . ,  pest 
for  printing  of  organizational  chart. 

7.  The  rating  scheme  would  be  updated/changed. 

3.  Standard  operating  procedures  would  be  updated  to  indicate  changes  of 
responsibilities. 

The  steps  to  accomplish  Recommendation  2  (reorganization  of  DFP 

clinics)  would  involve  the  following: 

1.  A  study  wculd  be  made  to  determine  how  many  family  practitioners  it 

wculd  take  to  support  the  basic  strength  of  troop  units  assigned  to 
each  TMC.  (A  procedure  is  already  being  accomplished  in  the  DFP  that 
will  pinpoint  the  size  of  each  unit  by  active  duty  strength  and  then 
divide  those  units  as  evenly  as  possible  between  family  practitioners 
to  distribute  expected  "panels"  or  patient  populations  supported, 
so  this  requirement  would  not  be  new  or  any  more  demanding.)  The  end 
result  may  very  v/ell  present  a  "lopsided"  clinic,  e.g.,  seven  in 

DFP  Clime  A  to  support  TMC  -4,  five  in  DFP  Clinic  B  to  support  TMC  43, 
and  one  each  in  DFP  clinics  C  and  D  and  Aviation  Medicine  Clinic 

to  support  TMCs  1,  2,  and  5. 

2.  Ihe  public  would  be  informed  of  the  reorganization,  the  reasons  for 

it,  the  date  for  the  change,  and  the  significance  of  the  change  for 

them  through  media  releases. 
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3.  The  DFP  clinics  would  be  aligned  according  to  the  study  results.  It 
is  assumed  that  no  physical  relocation  of  family  practitioners  would 
be  required  to  support  the  new  reorganization,  i.e.,  all  newly  formed 
clinics  would  still  fit  within  the  physical  boundaries  of  their  cur¬ 
rent  hospital  locations.  At  any  rate,  an  attempt  would  be  made  to 
retain  current  family  practitioners  in  the  units  they  now  serve. 

A.  A  chief  for  clinics  A,  B,  C,  and  D  would  be  designated. 

5.  Pertinent  information  on  the  change  would  be  published  and  distributed 
to  the  necessary  parties,  e.g.,  TMCs,  DFP  clinics,  PAD,  CSD,  etc. 

The  steps  to  accomplish  Recommendation  3  (assignment  of  family 

practitioners  in  the  TMCs)  would  include  the  following: 

1.  Policies  would  be  developed  at  department  level  to  specify  family 
practitioner  interface  with  the  TMC  and  the  PA  during  sick  call, 
e.g.,  times,  referral  procedure,  work  count  compilation,  medical 
record  entries,  patient  flow,  additional  equipment  required,  if  any, 
etc , 

2.  A  reasonable  implementation  date  for  the  program  would  be  established. 

3.  A  trial  run  of  the  new  procedure  at  one  DFP  clinic  would  be  carried 
out  for  one  month.  If  the  results  of  the  trial  run  were  satisfactory, 
the  program  would  then  be  implemented. 

4.  Family  Practice  hours  would  be  blocked  during  morning  sick  call  so 
that  no  patients  would  be  appointed. 

The  steps  to  accomplish  Recommendation  4  (designation  of  an  indid- 

vidual  as  a  consultant)  would  consist  of  the  following; 

1.  Policies  would  be  developed  at  department  level  to  facilitate  conti¬ 
nuity  of  consultation  to  meet  standards. 
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2.  These  policies  would  be  implemented. 

3.  Policy  implementation  would  be  evaluated  and  adjusted  in  thirty  days. 

The  steps  tc  accomplish  Recommendation  5  (designation  of  an  indi¬ 
vidual  for  medical  record  auditing  activity)  would  involve  the  following: 

1.  Policies  to  meet  standards  by  designation  of  an  individual  for  medical 
record  audit  would  be  developed  at  department  level. 

2.  Said  policies  would  be  implemented. 

3.  Policy  implementation  would  be  evaluated  and  adjusted  in  thirty  days. 

The  steps  to  accomplish  Recommendation  6  (request  for  ADTMC  clos¬ 
ure)  would  include  the  following: 

1.  The  previous  study  on  ADTMC  closure  would  be  updated. 

2.  An  outline  of  the  proposal  for  closure  of  the  ADTMCs,  the  reasons 
for  closure,  the  effects  of  closure,  the  proposed  use  of  unit  medics 
after  closure,  etc.,  would  be  prepared. 

3.  The  proposal  would  be  submitted  in  an  informal  talk  with  the  III 
Corps  Commander. 

4.  If  the  above  approach  proved  unsuccessful,  the  proposal  would  be 
formalized  and  submitted  for  staffing  at  post  level  to  the  Commanding 
General . 

To  accomplish  Recommendation  7  (assignment  of  an  MSC  officer), 
the  Deputy  Commander  for  Administration  should  make  a  recommendation 
to  the  Commander  for  the  individual  to  be  placed  in  that  position. 

To  accomplish  Recommendation  8  (study  for  TMC  consolidation),  this 
project  should  be  assigned  to  the  incoming  Health  Care  Administration 
Course  resident  for  review,  analysis,  and  recommendations  as  his/her 
quarterly  management  project. 
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CRITERION  EVALUATION  MEASUREMENT 


Cri teri on 

Eval uation 
Question® 

Measurement  Standard 

1.  Congruence  of  chains 

4(2) 

Agreement  with  Question  5(3) 

5(4) 

Agreement  between  sketches  of 
professional  &  administra¬ 
tive  organizational  chains 

7(5) 

Yeses 

9(7) 

Yeses 

11(9) 

Yeses  (weighted--2x) 

2.  Manageable  span  of 

12(10) 

Answer  "b" 

control 

13(11) 

Answer  "b" 

3.  Delineated  reosonsibility 

14(12) 

Yeses 

15(13) 

Other  than  "c‘'--word  of  mouth 
(weighted--2x ) 

4.  Availability  of  profes- 

17(15) 

Yeses 

sional  &  administrative 
consultation 

5.  Continuicy  of  profes- 

16(14) 

Yeses  (weighted--2x) 

sional  &  administrative 

18(15) 

Yeses 

consultation 

6.  Facilitation  of  PA  growth 

#47(32) 

Greater  than  or  equal  to  2 
hours  a  day 

•#48 

Other  than  ''a"  or  "f" 

#50 

Agreement  with  Question  #51 
(35) 

*54 

Other  than  "e"--Do  not  come 
to  TMC 

7,  Agreement  with  system  by 

24(21) 

Answer  "a"~-then  answer  to 

these  ivithin  it 

Question  23  should  be  "b" 
Answer  "b"--then  answer  to 
Question  23  should  be  some 
combination  of  "a",  "b", 

"c",  and  "d"  but  not  "b" 
alone 

29(24) 

Agreement  with  Question  27 

30(25) 

Agreement  with  Question  28 

36(42) 

Agreement  with  Question  35(41) 

38(39) 

Yeses 

8.  Mechanism  to  conduct 

32(34) 

Other  than  "a"  or  "e" 

medical  audit 
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CRITERION  EVALUATION  MEASUREMENT--Conti nued 


Criterion 

Evaluation 

Question^ 

Measurement  Standard 

9.  Maximum  effective  utili- 

25(22) 

Yeses 

zation  of  &  becween  phy- 

33(36) 

Agreement  with  Question 

34 

sician  &  PA 

#40 

(37)  (weighted--2x) 
Agreement  with  Question 

#41 

(26) 

#42 

Agreement  with  Question 
(28) 

#43 

-44 

Agreement  with  Question 

#45 

(29) 

#48 

Agreement  with  Question 

(33) 

(weighted--2x) 

*54 

Agreement  with  Question 

*55 

(27) 

*56 

Agreement  with  Question 

*57 

(30) 

*58 

Agreement  with  Question 

*59 

(31 ) 

10  Adequate,  capable 

19(17) 

Yeses  (weighted--2x ) 

staff i ng 

21(19) 

Agreement  with  Question 
(20) 

22 

Question  numbers  in 

parentheses 

are  from  the  command/department 

level  officers’  survey,  Appendix  B. 

NOTE:  #  =  PA  questions  only. 

*  =  Physician  questions  only. 


APPENDIX  B 

COVER  LETTER  AND  SURVEY  OF  COMMAND/DEPARTMENT  LEVEL 
OFFICERS  ON  ADMINISTRATIVE  AND  PROFESSIONAL  ORGA¬ 
NIZATIONAL  RELATIONSHIP  BETWEEN  THE  HOSPITAL 
AND  ITS  TROOP  MEDICAL  CLINICS 


Medical  Department  Activity  Commander 
Deputy  Commander  for  Clinical  Services 
Department  Head 

Chief,  Ambulatory  Nursing  Service 


The  attached  questionnaire  is  concerned  with  highlighting  the  orga¬ 
nizational  relationship,  both  administrative  and  professional,  between  your 
hospital  and  its  troop  medical  clinics  (TMCs),  Primary  medical  care  deliv¬ 
ery  to  the  active  duty  soldier  is  a  major  factor  in  the  maintenance  of  a 
viable  readiness  posture,  the  primary  mission  of  today's  Army.  Presently, 
physician  supervision  of  troop  care  in  the  TMC  is  frequently  absent  and 
troop  care  in  general  is  of  low  priority  to  most  medical  treatment  facility 
(MTF)  commanders,  according  to  Colonel  Robert  Todd,  Health  Services  Command 
Consultant  for  Ambulatory  Care. 

To  help  redirect  emphasis  to  this  area,  it  is  felt  that  the  first 
action  to  be  undertaken  is  to  determine  and  implement  at  each  MTF  the  best 
organizational  relationship,  both  administrative  and  professional,  between 
the  hospital  and  it',  TMCs.  The  results  of  this  survey  will  be  used  with 
those  from  other  large  Medical  Department  activities  (MEDDACs)  to  try  to 
determine  the  best  administrative  and  professional  organizational  structure 
for  the  Ft.  Sill  MEODAC.  It  is  hoped,  however,  that  analysis,  comparison, 
and  evaluation  of  many  organizational  systems  will  not  only  be  valuable 
to  the  Ft.  Sill  MEDDAC  but  also  may  prove  useful,  when  the  results  are  made 
available,  to  your  and  other  MEDDACs  during  mission,  structural,  or  person¬ 
nel  reorganization. 

I  am  particularly  desirous  of  obtaining  your  responses.  They  will 
contribute  significantly  toward  establishing  criteria  in  this  important  area 
of  organizational  structure.  The  inclosed  questionnaire  has  been  tested 
with  a  sampling  of  physicians  and  has  been  revised  in  order  to  make  it  pos¬ 
sible  to  obtain  all  necessary  data  while  requiring  a  minimum  of  your  time. 
The  average  time  required  was  fourteen  minutes. 

It  will  be  greatly  appreciated  if  you  will  complete  the  que; tion- 
naire  within  one  week  and  return  it  to  the  individual  from  whom  you  received 
it.  Other  phases  of  the  research  cannot  be  carried  out  until  analysis  of 
the  questionnaire  data  is  completed.  I  would  welcome  any  comments  which  you 
might  have  concerning  any  aspect  of  organizational  structure  not  covered  in 
the  questionnaire.  I  will  be  pleased  to  send  you  a  summary  of  the  question¬ 
naire  results  if  you  so  desire. 

Thank  you  for  your  cooperation. 


1  Incl . :  Questionnaire 


Leonard  Mosesman 
MAJ  MSC 
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SURVEY  OF  COMMAND /OERmRTMENT  LEVEL  OFFICERS  OF  ADMINISTRATIVE 
AND  PROFESSIONAL  ORGANIZATIONAL  RELATIONSHIP  BETWEEN 
THE  HOSPITAL  AND  ITS  TROOP  MEDICAL  CLINICS 


1.  Your  duty  title  is _ . 

TO  ANSWER  MANY  OF  THE  FOLLOWING  QUESTIONS,  THESE  DEFINITIONS  APPLY: 

ADMINISTRATIVE  RESPONSIBILITY--Off icer  Efficiency  Reports,  leaves,  command, 

and  control 


PROFESSIONAL  RESPONSIBILITY--prof9Ssional  technical  guidance,  consultation, 

and  training 

2.  The  troop  medical  clinics  (TMCs)  fall  under  what  major  department  within 
the  Medical  Department  activity  (MEODAC)  for  administrative  responsi¬ 
bilities?  ( Check  one ) 


_  Department  of  Primary  Care  and  Community  Medicine  (DPC/CM) 

_  Department  of  Family  Practice  (FP) 

_  Emergency  Medical  Services  (EMS) 

_  Other  (Please  specify)  _ 

3.  The  TMCs  fall  under  what  major  department  within  the  MEDDAC  for  profes¬ 
sional  responsibilities?  (Check  one) 

OPC/CM 

FP 

_ EMS 

_  Other  (Please  specify)  _ 


What  intermediary  levels  of  responsibil ity/coordinaticn  exist  between 
the  physician  assistant  (PA)  in  the  TMC  and  his/her  major  department 
head  within  the  MEODAC?  (Please  sketch  these  structures  below) 


/'SAMPLES  • 


Sketch  the  administrative  responsibil ity  chain 
from  the  major  department  head  to  the  TMC, 
including  intermediary  levels,  in  the  space 
below: 
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Do  you  feel  that  the  administrative  organizational  chain  is  correctly 
constructed?  (Check  onel 


Yes 

No 


If  not,  please  sketch  how  you  think  the  administrative  chain  should  be 
constructed  (similarly  to  what  you  did  in  No.  4  above): 


Do  you  feel  that  the  professional  organizational  chain  is  correctly 
constructed?  (Check  one") 

Yes 

No 

If  not,  please  sketch  how  you  think  the  professional  chain  should  be 
constructed  (similarly  to  what  you  did  in  No.  4  above): 
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9.  Do  you  feel  that  there  is  a  congruence  (similarity)  between  the  admin¬ 
istrative  organizational  chain  and  the  professional  organizational 
structure?  (Check  one) 

_ Yes 

_ No 

10.  Do  you  feel  that  the  span  of  control  for  the  immediate  supervisor  of 
the  PA  in  the  administrative  organizational  chain  is:  (Check  one) 

_  Too  broad 

_  Correct 

_  Not  broad  enough 

11.  Do  you  feel  that  the  span  of  control  for  the  immediate  consultant  of 
the  PA  in  the  professional  organizational  chain  is:  (Check  one) 

_  Too  broad 

_  Correct 

_  Not  broad  enough 

12.  Do  you  feel  that  most  people  in  your  organization  are  aware  of  what 
individual  in  the  professional  and  the  administrative  chain  is  supposed 
to  be  contacted  for  consultation,  if  needed?  (Check  one  response  for 
each  section) 


a.  Professional 

b.  Administrative 


Yes 

Yes 


No 

No 
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How  are  people  aware  of  what,  individual  in  the  chain  is  supposed  to  be 
contacted  for  consultation? 


Professional 


Administrative 


Wire  diagram 

Policy  letter 

Word  of  mouth 

Other  (Please  specify): 


Is  the  individual  to  be  contacted  always  the  same  one?  (Check  one 
response  for  each  section) 


a.  Professional 

b.  Administrative 


Yes 

Yes 


1 1 

No 


Do  you  feel  that  this  individual  is  readily  available  if  needed?  (Check 
one  response  for  each  section) 


a.  Professional 

b.  Administrative 


Yes 

Yes 


No 

No 


Do  you  feel  that  the  PA  should  be  able  to  consult  with  the  same  indi¬ 
vidual  for  guidance  on  a  recurring  basis?  (Check  one  response  for  each 
section ) 


a.  Professional 

b.  Administrative 


Yes 

Yes 


No 

No 


Do  you  feel  that  there  is  adequate  staffing  within  available  resources 
to  accomplish  administrati ve  and  professional  responsibilities?  (Check 
one  response  for  each  section) 


a.  Professional 

b.  Administrative 


Yes 

Yes 


No 

No 


8.  If  not,  at  what  level  is  staff  not  adequate?  (Check  one  £r  more  re¬ 
sponses  for  each  section) 

Professional  Administrative 

TMC  _  _ 

Intermediate  level  _ _ _ _ 

Department  level  _  _ 

Staff  adequate  _ _ 


9.  Is  there  a  Medical  Service  Corps  (MSC)  officer  at  the  major  department 
head  level  in  the  administrative  chain  involving  TMCs?  (Check  one) 


Yes 

No 
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20.  Do  you  think  that  there  should  be  an  MSC  officer  at  the  major  depart¬ 
ment  head  level  in  the  administrative  chain  involving  TMCs?  (Check 
one ) 


21.  Do  you  feel  that  the  TMC  should  be  a:  (Check  one) 

_ _  Tr i age/referral  center 

_  Primary  care  treatment  center 

Other  (Please  specify): _ 

22.  Do  you  feel  that,  under  the  current  patient  care  system  employed  by  the 
TMC,  the  follov'/ing  individuals  are  efficiently  utilized?  (Check  one 
response  for  each  section) 

a.  Physicians  _ Yes  _  No 

b.  Physician  assistants  _ Yes  _  No 

23.  If  not,  how  could  they  be  better  utilized?  Please  elaborate  below. 


24.  Do  you  feel  that  the  TMC  should:  (Check  one) 

_  Remain  open  all  day 

_  Close  at  midday 

_  Close  after  sick  call 

25.  What  should  sick  call  hours  be? 

From  hours  to  hours 


(Fill  in  time) 


(Fill  in  time) 
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26.  Do  you  feel  that  the  PAs  would  best  be  utilized  if  they  came  to  the  TMC 
to  conduct:  (Check  one  ^  more  responses) 

CIRCLE  ONE: 

_ Sick  call  Daily  Weekly  Monthly  Other 

~ _ Training  Daily  Weekly  Monthly  Other 

[ _ Medical  audits  Daily  Weekly  Monthly  Other 

Other  (Please  specify)  Daily  Weekly  Monthly  Other 


27.  Maximum  effective  utilization  of  and  between  the  physician  and  the  PA 
v.'culd  be  accomplished  if  the  physician  had  contact  with  the  PA  to  con¬ 
duct:  (Check  one  or  mere  responses) 


Sick  call 
Training 
Medical  audits 

While  physician  sees  patients 
Contact  not  needed 
Other  (Please  specify) 


CIRCLE  ONE: 

Daily  Weekly  Monthly  Other 
Daily  Weekly  Monthly  Other 
Daily  Weekly  Monthly  Other 
Daily  Weekly  Monthly  Other 
Daily  Weekly  Monthly  Other 
Daily  Weekly  Monthly  Other 


28.  If  the  PA  comes  to  the  TMC  for  sick  call,  for  best  utilization,  he/she 
should  usually  remain:  (Check  one) 

_  All  day 

^ _ One-half  day 

_ For  sick  call  only 

_  Doesn't  come  for  sick  call 

29.  If  the  PA  stays  less  than  all  day  in  the  TMC,  for  best  utilization,  he/ 
she  usually  should  leave  to  go  to  work  at:  (Check  one) 

_  Hospital 

_  Another  TMC 

_ Other  (Please  specify): _ _ _ 

_  Doesn't  stay  less  than  all  day 

30.  If  the  physician  comes  to  the  TMC  for  sick  call,  for  best  utilization, 
he/she  should  usually  remain:  (Check  one) 

_ _  A1 1  day 

_  One-half  day 

_  For  sick  call  only 

Doesn't  come  for  sick  call 
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31.  If  the  physician  stays  less  than  all  day  in  the  TMC,  for  best  utiliza¬ 
tion,  he/she  usually  should  leave  to  go  to  work  at:  (Check  one) 

_  Hospital 

_  Another  TMC 

_ _  Other  (Please  specify): _ _ _ 

_  Doesn't  stay  less  than  all  day 

32.  The  PA  in  a  TMC  is  usually  in  direct  contact  with/supervision  from  a 

Dhysician _ hours  a  (day  week  month). 

(Fill  in  number)  CIRCLE  ONE 

DO  NOT  INCLUDE  TELEPHONE  CONTACT. 

33.  Maximum  effective  utilization  of  and  between  the  physician  and  the 
PA  would  be  accomplished  if  the  majority  of  contact  by  the  PA  with  a 
physician  was  from  the  following:  (Check  one  ^  more  responses) 

_  Telephone  calls 

_ Sick  cal  1 

_  Audits 

_  Training 

_  Direct  observation 

_  No  major  contact 

_ Other  (Please  specify); _ 

34.  Medical  audits  of  the  PA's  records  are  accomplished  by;  (Check  one) 
_  PA 

_  Designated  physician(s) 

Rotating  basis  among  physicians 

_  Committee 

_  Not  done 

_  Other  (Please  specify): _ _ _ 

35.  The  PA  would  be  best  utilized  if  his/her  time  after  sick  call  was  spent: 
(Check  one) 

_  On  records 

__  Attending  training 
___  Working  in  the  hospital 

_ Other  (Please  specify): _ 

36.  The  physician  primarily  comes  in  contact  with  the  PA  in  what  setting? 
(Check  one) 

_ _  Hospital 

_  Clinics  such  as  TMC  or  Outpatient 

_  No  contact 

Other  (Please  specify):  _  _  _  _ 
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37.  For  maximum  effective  utilization  of  and  between  the  physician  and  the 
PA,  the  physician  should  primarily  come  in  contact  with  the  PA  in  what 
setiing?  (Check  one) 

_  Hospital 

_ _  Clinics  such  as  TMC  or  Outpatient 

_  No  contact  necessary 

Other  (Please  specify): _ _ _ 


38.  What  is  the  referral  system  for  troop  medical  care?  Please  sketch  this 
structure  below. 


EXAMPLES: 


I  ADTMC  I 


riHc  i 


39.  Do  you  feel  that  the  referral 
one ) 


Sketch  the  referral  system  for  troop 
medical  care  from  the  lowest  level 
(algorithm-directed  TMC  [ADTMCI  if 
it  exists  in  your  system)  to  the 
hospital  in  the  space  below: 


system  is  correctly  constructed?  (Check 


Yes 

No 
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40.  If  not,  please  sketch  how  you  think  the  referral  system  should  be  con¬ 
structed  below; 


41.  If  there  are  ADTMCs  on  post,  does  the  PA  screen  patients  there?  (Check 
one) 


Yes 
_  No 

_ _  There  are  no  ADTMCs  on  post 

4?.  Do  you  feel  that  the  PA  should  screen  patients  at  the  ADTMC?  (Check 
one ) 


Yes 

No 

There  are  no  ADTMCs  on  post 


43.  On  what  type  of  post  is  your  MEDDAC  located?  (Check  one) 

FORSCOM 

TRADOC 
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44.  If  ohysician  or  PA  assets  are  available  from  ether  medical  units  on 
post  and  are  utilized,  these  assets  are  used  to  support  what  activity? 
(Check  one  response  for  each  section) 

Physician 
Physician  Assistant 

Hospi t  al 

TMC  ~  _ 

Mot  available  or  used 


4b.  If  assets  are  available  and  used,  from  vjhat  type  of  unit  do  they  come? 
'Check  one  or_  more  responses) 

_ _  Corps 

_  Division 

_ Medical  battalion 

_  Combat  support  hospital 

_ ^  Field  hospital 

_ Other  (Please  specify): _ 


APPENDIX  C 

COVER  LETTER  AND  SURVEY  OF  PHYSICIANS  AND  PHYSICIAN 
ASSISTANTS  ON  ADMINISTRATIVE  AND  PROFESSIONAL  ORGA¬ 
NIZATIONAL  RELATIONSHIP  BETWEEN  THE  HOSPITAL 
AND  ITS  TROOP  MEDICAL  CLINICS 


Physici  ar. 

Physician  Assistant 


The  attached  questionnaire  is  concerned  with  highlighting  the  orga¬ 
nizational  relationship,  both  administrative  and  professional,  between  your 
hospital  and  its  troop  medical  clinics  (TMCs).  Primary  medical  care  deliv¬ 
ery  to  the  active  duty  soldier  is  a  major  factor  in  the  maintenance  of  a 
viable  readiness  posture,  the  primary  mission  of  today's  Army.  Presently, 
ohysician  supervision  of  troop  care  in  the  TMC  is  frequently  absent  and 
troop  care  in  general  is  of  low  priority  to  most  medical  treatment  facility 
(MTF)  commanders,  according  to  Colonel  P.obert  Todd,  Health  Services  Command 
Consultant  for  Ambulatory  Care. 

To  help  redirect  emphasis  to  this  area,  it  is  felt  that  the  first 
action  to  be  undertaken  is  to  determine  and  implement  at  each  MTF  the  best 
organizational  relationship,  both  administrative  and  professional ,  between 
the  hospital  and  its  TMCs.  The  results  of  this  survey  will  be  used  with 
those  from  other  large  Medical  Department  activities  (MEDDACs)  to  try  to 
determine  the  best  administrative  and  professional  organizational  structure 
for  the  Ft.  Sill  MEODAC.  It  is  hoped,  however,  mat  analysis,  comparison, 
and  evaluation  of  many  organizational  systems  will  not  only  be  valuable 
to  the  Ft.  Sill  MEDDAC  but  also  may  prove  useful,  when  the  results  are  made 
available,  to  your  and  other  MEDDACs  during  mission,  structural,  or  person¬ 
nel  reorganization. 

I  am  particularly  desirous  of  obtaining  your  responses.  They  will 
contribute  signif icantly  toward  establishing  criteria  in  this  important  area 
of  organizational  structure.  The  inclosed  questionnaire  has  been  tested 
with  a  sampling  of  physicians  and  physician  assistants  and  has  been  revised 
in  order  tu  make  it  possible  to  obtain  all  necessary  data  while  requiring  a 
minimum  of  your  time.  The  average  time  required  was  fourteen  minutes. 

It  will  be  greatly  appreciated  if  you  will  complete  the  question¬ 
naire  within  one  week  and  return  it  to  the  individual  from  whom  you  received 
it.  Other  phases  of  the  research  cannot  be  carried  out  until  analysis  of 
the  questionnaire  data  is  completed.  I  would  welcome  any  comments  which  you 
might  have  concerning  any  aspect  of  organizational  structure  not  covered  in 
the  questionnaire.  I  will  bo  pleased  to  send  you  a  summary  of  the  question¬ 
naire  results  if  you  so  desire. 

Thank  you  for  your  cooperation. 


Leonard  Mosesman 
MAJ  MSC 


1  Incl.:  Questionnaire 
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SURV"'  jF  PHYSICIANS  AND  PHYSICIAN  ASSISTANTS  ON  ADMINISTRATIVE 
AND  PROFESSIONAL  ORGANIZATIONAL  RELATIONSHIP  BETWEEN 
THE  HOSPITAL  AND  ITS  TROOP  MEDICAL  CLINICS 


1.  Your  troop  modi  cal  clinic  (TMC)  number  is _ _ r— — _ ■ 

(Number) 

2.  Hoc  many  total  patient,  visits  per  day  does  your  TMC  average?  _  _ _ 

XNumber ; 

3.  Hc',,'  many  TMCs  are  there  at  your  Medical  Department  activity  (MEDDAC)? 

~  (Number)  ’ 

They  are  categorized  as: 

Troop  medical  clinics 

rNlimber ) 

_ ^.Aviation  health  clinics 

T Number ) 

TO  ANSWER  MANY  OF  THE  FOLLOWING  QUESTIONS,  THESE  DEFINITIONS  APPLY: 

ADMINISTRATIVE  RESPONSrBILITY--Off icer  Efficiency  Reports,  leaves,  command, 

and  control 

PROFESSIONAL  RESP0NSI8ILITY--professional  technical  guidance,  consultation, 

and  training 

•? .  The  TMCs  fall  under  ivhat  major  department  within  the  MEDDAC  for  a_drrnnjSj^ 

^ ^  ^  ’  (Check  one) 

_  Department  of  Primary  Care  and  Community  Medicine  (DPC/CM) 

Department  of  Family  Practice  (FP) 

_  Emergency  Medical  Services  (EMS) 

Other  (Please  specify) _ _ _ 


The  TMCs  fall  under  what  major  department  within  the  MEDDAC  for  profes¬ 
sional  responsibilities?  (Check  one) 

_  DPC/CM 

'  FP 

) _ EMS 

Other  (Please  specify)  _ _ _ _ _ 


What  intermediary  levels  of  respens ibi 1 i ty/coordi oat i on  exist  between 
the  physician  assistant  (PA)  in  the  TMC  and  his/her  major  department 
head  within  the  MEDDAC?  Please  sketch  these  structures  below. 
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^8 


EXAMPLES: 


I  DPC/CM  1 
1  I 


PA 

COORDINATOR 

1 

1 

r 

PA 
TMC 
^1  1 

PA 

TMC 

-2 

1 

1 

1 

PA 

TMC 

-^3 

Sketch  the  administrative  responsi¬ 
bility  chain  from  the  major  depart¬ 
ment  head  to  the  TMC,  including 
intermediary  levels,  in  the  space 
below: 


[^DPC/CM 


Sketch  the  professional  responsibil¬ 
ity  chain  from  the  major  department 
head  to  the  TMC,  including  inter- 
mediatry  levels,  in  the  space  below: 
(This  may  or  may  not  be  the  same  as 
the  administrative  chain  drawn 
above . ) 
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7.  Do  you  feel  that  the  administrative  organizational  chain  is  correctly 
constructed?  (Check  oriel 

Yes 
_ No 

8.  If  not,  please  sketch  how  you  think  the  administrative  chain  should  be 
constructed  (similarly  to  what  you  did  in  No.  6  above): 
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9.  Do  you  feel  that  the  professional  organizational  chain  is  correctly 
constructed?  (Check  onel 

Yes 

■ _  No 

10.  If  not,  please  sketch  hew  you  think  the  professional  chain  should  be 
constructed  (similarly  to  what  ycu  did  in  No.  6  above): 


11.  Do  you  feel  that  there  is  a  congruence  (similarity)  between  the  admin¬ 
istrative  organizational  chain  and  the  professional  organizational 
structure?  (Check  one) 

_ Yes 

No 


12.  Do  you  feel  that  the  span  of  control  for  the  immediate  supervisor  of 
the  PA  in  the  administrative  organizational  chain  is:  (Check  one) 

_  Too  broad 

Correct 

_  Not  broad  enough 

13.  Do  you  feel  that  the  span  of  control  for  the  immediate  consultant  of 
the  PA  in  the  professional  organizational  chain  is:  (Check  one) 

_  Too  bread 

_  Correct 

_  Not  broad  enough 
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14.  Are  you  aware  of  what  individual  in  the  professional  and  the  adminis¬ 
trative  chain  is  supposed  to  be  contacted  for  consultation,  if  needed? 
(Check  one  response  for  each  section) 

a.  Professional  _  Yes  _  No 

b.  Administrative  _  Yes  _  No 

15.  How  are  you  aware  of  what  individual  in  the  chain  is  supposed  to  be 

contacted  for  consultation?  (Check  one  response  for  each  section) 

Prof ess i onal  Admi n i strati ve 

Wire  diagram  _ _ 

Policy  letter  _  _ 

Word  of  mouth  _ _ 

Other  (Please  specify): _  _  _ 

16.  Is  the  individual  to  be  contacted  always  the  same  one?  (Check  cne  re¬ 
sponse  for  each  section) 

a.  Professional  _  Yes _ No 

b.  Administrative  _  Yes  _  No 

17.  Do  you  feel  that  this  individual  is  readily  available  if  needed?  (Check 

one  response  for  each  section) 

a.  Professional  _  Yes  _  No 

b.  Administrative  Yes  No 


18.  Do  you  desire  to  be  able  to  consult  with  the  same  individual  fcr  guid¬ 
ance  on  a  recurring  basis?  (Check  one  response  for  each  section) 

a.  Professional  _  Yes _ No 

b.  Administrative  Yes  No 


19.  Do  you  feel  that  there  is  adequate  staffing  within  available  resources 
to  accomplish  administrative  and  professional  responsibilities?  (Check 
one  response  for  each  section) 

a.  Professional  _ Yes  _  No 

b.  Administrative  _  Yes  _  No 

20.  If  not,  at  what  level  is  staff  not  adequate?  (Check  one  more  re¬ 
sponses  for  each  section) 

Profess ional  Administrati ve 

TMC  _ _ _ _ 

Intermediate  level  _  _  _ _ 

Department  level  _ _ _ _ 

Staff  adequate  _ _ 
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21.  Is  there  a  Medical  Service  Corps  (MSC)  officer  at  the  major  department 
head  level  in  the  administrative  chain  involving  TMCs?  (Check  one) 

_ Yes 

___  No 

22.  Do  you  think  that  there  should  be  an  MSC  officer  at  the  major  depart¬ 
ment  head  level  in  the  administrative  chain  involving  TMCs?  (Check 
one) 


_  Yes 

_ _ _  No 

23.  Does  your  TMC  have  any  of  the  following  facilities?  (Check  one  or_  more 
responses ) 

_  Pharmacy 

_  Treatment  room 

_  Laboratory 

_  X-ray 

24.  Do  you  feel  that  the  TMC  should  be  a:  (Check  one) 

_  Triage/referral  center 

^ _  Primary  care  treatment  center 

_ Other  (Please  specify): _ 


25.  Do  you  feel  that,  under  the  current  patient  care  system  employed  by  the 
TMC,  the  following  individuals  are  efficiently  utilized?  (Check  one 
response  for  each  section) 

a.  Physicians  _  Yes  _ No 

b.  Physician  assistants  _  Yes  _  No 

26.  If  not,  how  could  they  be  better  utilized?  Please  elaborate  below. 


27.  Your  TMC  is  open  from 


hours  to 


hours . 


(Fill  in  time) 


(Fill  in  time) 
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28. 


Sick  call  hours  for  your 
to _ hours . 

(Fill  in  t ime  ) 


TMC  are  officially  from 


hours 


(Fill  in  time) 


29.  Do  you  feel  that  the  TMC  should:  (Check  one) 


Remain  open  all  day 
Close  at  midday 
Close  after  sick  call 


30.  What  should  sick  call  hours  be? 


_ hours  to _ hours 

(Fill  in  time)  (Fill  in  time) 

31.  For  all  practical  purposes,  the  TMC  is  through  seeing  the  majority  of 

its  patients  by  _ hours. 

(Fill  in  time) 

32.  Medical  audits  of  the  PA's  records  are  accomplished  by:  (Check  one) 
_  PA 

_  Designated  physician(s) 

_  Rotating  basis  among  physicians 

_  Committee 

_  Not  done 

_  Other  (Please  specify): _ 


33.  The  physician  primarily  comes  in  contact  with  the  PA  in  what  setting? 
(Check  one) 

_  Hospital 

_ Clinics  such  as  TMC  or  Outpatient 

_  No  contact 

_ Other  (Please  specify): _ 

34.  For  maximum  effective  utilization  of  and  between  the  physician  and  the 
PA,  the  physician  should  primarily  come  in  contact  with  the  PA  in  what 
setting?  (Check  one) 

_  Hospi tal 

_  Clinics  such  as  TMC  or  Outpatient 

_  No  contact  necessary 

_  Other  (Please  specify): _ 


35.  If  there  are  algorithm-directed  TMCs  (ADTMCs)  on  post,  does  the  PA 
screen  patients  there?  (Check  one) 

_  Yes 

__  No 

There  are  no  ADTMCs  on  post 
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36.  Do  you  foel  that  the  PA  should  screen  patients  at  the  ADTMC?  (Check 
one ) 

_ Yes 

_ No 

_  There  are  no  ADTMCs  on  post 

37.  What  is  the  referral  system  for  troop  medical  care?  Please  sketch  this 

structure  below. 


EXAMPLES; 


Sketch  the  referral  system  for  troop 
medical  care  from  the  lowest  level 
(ADTMC  if  it  exists  in  your  system) 
to  the  hospital  in  the  space  below: 


38.  Do  you  feel  that  the  referral  system  is  correctly  constructed?  (Check 
one ) 


Yes 

No 


39.  If  not,  please  sketch  how  you  think  the  referral  system  should  be  con¬ 
structed  below. 


IF  YOU  ARE  A  PHYSICIAN  ANSWERING  THIS  QUESTIONNAIRE,  PLEASE  SKIP  TO  QUESTION 
NO,  52  AND  CONTINUE. 

IF  YOU  ARE  A  PHYSICIAN  ASSISTANT  ANSWERING  THIS  QUESTIONNAIRE,  PLEASE  CON¬ 
TINUE  ON  WITH  THE  NEXT  QUESTION,  FINISHING  WITH  QUESTION  NO.  51. 


40.  You  come  to  the  TMC  to  conduct;  (Check  one  oi^  more  responses) 

CIRCLE  ONE: 

_ Sick  call  Daily  Weekly  Monthly  Other 

_ Training  Daily  Weekly  Montlily  Other 

_  Medical  audits  Daily  Weekly  Monthly  Other 

_  Other  (Please  specify)  Daily  Weekly  Monthly  Other 


41.  Place  a  star  by  the  activity  above  in  Question  No.  40  in  which  you 
feel  you  would  be  best  utilized  by  coming  to  the  TMC  to  conduct  the  ac¬ 
tivity. 
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42.  If  you  come  to  the  TMC,  you  usually  remain:  (Check  one) 

_  All  day 

__  One-half  day 

For  sick  call  only 
_  Don't  come  to  the  TMC 

43.  You  would  DC  best  utilized  if  you  stayed  in  the  TMC:  (Check  one) 

_  A 11  day 

_  One-half  day 

_  For  sick  call  only 

_  Not  at  al 1 

44.  If  you  stay  less  than  all  day  in  the  TMC,  you  usually  leave  to  go  to 
work  at:  (Check  one) 

_  Hospi tal 

_____  Another  TMC 

_  Other  (Please  specify): _ 

_  Don’t  stay  less  than  all  day 

45.  If  you  prefer  to  stay  in  the  TMC  less  than  all  day  but  do  not,  for 
best  utilization,  you  would  like  to  leave  and  go  to  work  at:  (Check 
one) 

_  Hospital 

_  Another  TMC 

_  Other  (Please  specify):  _ 

_  Don't  prefer  to  stay  less  than  all  day 

46.  The  total  number  of  PAs  who  come  to  work  in  the  TMC  is  _ . 

(Number ) 

47.  You  are  usually  in  direct  contact  with/supervision  from  a  physician 
_  hours  a  (day  week  month). 

(Fill  in  number)  CIRCLE  ONE 

DO  NOT  INCLUDE  TELEPHONE  CONTACT. 

48.  Your  majority  of  contact  with  a  physician  is  from  the  following:  (Check 
one  or  more  responses) 

_ Telephone  calls 

_  Sick  cal  1 

_  Audits 

_  Training 

_  Direct  observation 

_  No  major  contact 

_  Other  (Please  specify): _ 


107 


49.  You  would  be  best  utilized  if  you  had  a  physician  with  you  for  guid¬ 
ance/supervision  during  which  of  the  following?  (Check  one  ^  more 
responses ) 

_  Not  at  al 1 

_  During  sick  call 

_  For  audits 

_  For  scheduled  training 

_  Anytime  the  PA  is  in  the  TMC 

_  Other  (Please  specify): _ 

50.  You  usually  spend  your  time  after  sick  call  is  over:  (Check  one) 

_  On  records 

_  Attending  training 

_ Working  in  the  hospital 

_  Other  (Please  specify): _ 

51.  You  would  be  best  utilized  if  you  spent  your  time  after  sick  call  is 
over:  (Check  one) 

_  On  records 

_ Attending  training 

Working  in  the  hospital 

_ Other  (Please  specify): _ 


THE  REMAINING  QUESTIONS  ARE  TO  BE  ANSWERED  BY  PHYSICIANS  ONLY. 

52.  Indicate  whether  you  are  a:  (Check  one) 

_  General  medical  officer  (GMO) 

_  Family  practitioner 

_  Other  (Please  specify): _ 

53.  The  total  number  of  physicians  who  come  to  work  in  your  TMC  is  _ 

(Number) 


By  specialty: 

a.  GMOs 

b.  Family  practitioners 

c.  Other  (Please  specify): _ _ 

(Specialty) 

(Specialty) 


(Number ) 
(Number ) 
(Number ) 
TNumber ) 
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have  contact  with  the  PA  to  conduct: 

(Check 

one  or 

more  responses) 

CIRCLE 

ONE: 

Sick  call 

Dai  ly 

Weekly 

Monthly 

Other 

Training 

Daily 

Weekly 

Monthly 

Other 

Medical  audits 

Daily 

Weekly 

Monthly 

Other 

While  seeing  your  patients 

Daily 

Weekly 

Monthly 

Other 

Don't  have  contact 

Daily 

Weekly 

Monthly 

Other 

Other  (Please  specify) 

Daily 

Weekly 

Monthly 

Other 

55.  Place  a  star  by  the  activity  above  in  Question  No.  54  in  which  you 
feel  maximum  effective  utilization  of  and  between  yourself  and  the 
PA  would  be  accomplished  if  you  came  in  contact  with  the  PA  to  conduct 
the  activity. 

55.  If  you  come  to  the  TMC,  you  usually  remain:  (Check  one) 

_  All  day 

_ One-haif  day 

_ For  sick  call  only 

_  Don't  come  to  the  TMC 

57.  You  would  be  best  utilized  if  you  stayed  in  the  TMC:  (Check  one) 

_  All  day 

_  One-half  day 

_  For  sick  call  only 

Not  at  all 


58.  If  you  stay  less  than  all  day  in  the  TMC,  you  usually  leave  to  go  to 
work  at:  (Check  one) 

_  Hospital 

_  Another  TMC 

_  Other  (Please  specify): _ 

_  Don't  stay  less  than  all  day 


59.  If  you  prefer  to  stay  in  the  TMC  less  than  all  day  but  don't,  for  best 
utilization,  you  would  like  to  leave  and  go  to  work  at:  (Check  one) 

_  Hospital 

_  Another  TMC 

_  Other  (Please  specify): _ 

_  Don't  prefer  to  stay  less  than  all  day 


APPENDIX  D 

COVER  LETTER  TO  HEALTH  CARE  ADMINISTRATION 
RESIDENT  WITH  INSTRUCTIONS 


SAMPLE 


Major  John  Doe 

Care  Less  Army  Community  Hospital 
Fort  Worthless,  Texas  75xxx 

Dear  Fel 1 ow  Resident ; 

I  refer  you  to  our  telephone  contact  earlier  this  month  regarding  my 
survey  on  the  administrative  and  the  professional  organizational  structure 
of  troop  medical  clinics  (TMCs).  The  instructions  included  herein  will 
just  help  to  elaborate  on  that  conversation. 

You  will  notice  that  there  are  two  different  surveys  inclosed,  one 
with  a  cover  letter  addressed  to  the  concerned  command/department  level 
officers  and  another  addressed  to  physicians  and  physician  assistants  (PAs). 
Please  hand  out  set  one  personally  to  the  following  individuals  (if  you 
are  so  organized  at  your  facility);  Medical  Department  Activity  (MEDDAC) 
Commander;  Chief,  Professional  Services;  Chief,  Primary  Care  and  Community 
Medicine;  Chief,  Emergency  Medical  Services;  Chief,  Family  Practice;  Chief, 
Ambulatory  Nursing  Service;  and  any  other  major  department  head  involved  in 
supervision  of,  functioning  of,  and/or  major  interrelationships  with  the 
TMCs.  I  have  asked  for  a  return  of  the  survey  within  one  week;  if  a  longer 
period  were  allowed,  the  surveys  would  probably  be  ignored,  lost,  or  thrown 
away.  Please  put  a  reminder  on  your  calendar  as  to  the  return  date. 

The  second  set  of  surveys  needs  to  be  passed  out  to  every  physician 
and  PA  who  works  more  than  ten  hours  a  week  in  a  TMC  or  an  aviation  health 
clinic.  If  at  all  possible,  have  a  group  meeting  to  pass  out  the  survey. 
The  cover  letter  and  survey  should  be  self-explanatory.  Again,  please  ask 
for  a  return  of  this  survey  within  one  week. 


If  all  the  surveys  are  not  returned  within  the  requested  time  frame, 
please  follow  up  to  the  maximum  extent  possible.  I  will  leave  that  to 
your  judgment,  but  please  tell  the  involved  personnel  that  their  nonpartici¬ 
pation  will  help  to  statistically  negate  the  responses  from  their  colleagues 
and  that  the  average  time  to  take  the  survey  is  only  fourteen  minutes. 
Please  encourage  all  participants  to  complete  the  survey. 

Please  do  not  hold  up  the  majority  of  the  returned  surveys  waiting 
for  a  few  late  ones  after  reasonable  follow-up  attempts  have  been  made.  If 
you  receive  completed  surveys  later,  they  can  always  be  forwarded.  Send  the 
surveys  in  a  government  envelope  to: 

Major  Leonard  Mosesman 
7020  S.W.  Chaucer 
Lawton,  Oklahoma  73505 


no 


in 


In  summary: 

Pass  out.  survey  set  one  tc:  MEDDAC  Commander;  Chief,  Professional 

Services:  Chief,  Primary  Care  and  Community  Medicine;  Chief,  Emergency 
Medical  Services;  Chief,  Family  Practice;  Chief,  Ambulatory  Nursing 
Service;  and  any  other  major  department  head  involved  in  supervision  of, 
functioning  of,  and/or  major  interrelationships  with  the  TMCs . 

Pass  out  survey  set  two  to  every  physician  and  PA  that  works  more  than 
ten  hours  a  week  in  a  THC  or  an  aviation  healtl,  clinic. 

Follow  up  to  the  maximum  extent  possible  after  the  one-week  response 
date. 

Do  not  hold  up  the  majority  of  the  returned  surveys  'waiting  for  a  few 
late  ones  after  reasonable  follow-up  attempts  have  been  made. 

Forward  any  late  surveys  when  received. 

I  greatly  aopreciate  your  assistance  and  eagerly  look  for'ward  to 
ing  able  to  return  it  in  kind. 


Yours  truly, 


Leonard  Mosesman 
MAJ  MSC 

Inc  Is.;  1.  Command /deoartment  level 
officer  survey  with  cover 
letter 

2.  Phys-ician/PA  survey  with 
cover  letter 


APPENDIX  E 

CRITERION,  EVALUATION  QUESTION,  AND  MEASUREMENT 
STANDARD  RELATIONSHIP  AND  ANSWERS 


ABBREVIATIONS  AND  ACRONYMS  USED 


ACC  Ambulatory  Care  Clinic 

ADM/Admin  Administrative 

ADTMC  Algorithm-directed  troop  medical  clinic 

AVN  Aviation  Medicine  Clinic 

BAS  Battalion  Aide  Station 

BN  Resp  Battalion  responsibilities 

BNA  Battalion  activities 

Brig  Resp  Brigade  responsibilities 

C/D  Command/department 

CE  Cannot  evaluate 

Cns  Consolidated 

Cnslt  Consults 

Cntrl  Control 

CRT  Criterion 

CSD  Clinical  Support  Division 

DCCS  Deputy  Commander  for  Clinical  Services 

DivS  Division  Surgeon 

DON  Department  of  Nursing 

DPC/CM  Department  of  Primary  Care  and  Community  Medicine 

EMS  Emergency  Medical  Services 

ER  Emergency  Room 

FP  Family  Practice 

GMO  General  medical  officer 

Hosp  Hospital 

Inf  Infrequent 

MEODAC  Medical  Department  Activity 

MS  Measurement  standard 

MSC  Medical  Service  Corps  officer 

Mtg  Meeting 

N/A  Not  answered.  Not  applicable 

OH  Occupational  Health 

PA  Physician  assistant 

PE  Physical  Exam 

PM  Preventive  Medicine 

P/PA  Physician/physician  assistant 

Prof  Professional 

Rsp  Respondents 

SpecC  Specialty  clinic 

Supv  Supervisor 

TMC  Troop  medical  clinic 

Unk  Unknown 

Uns  Unsure 

WTC  Weight  Control  Clinic 
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CRI'l’ERION  1:  CONGRUn^CE  OF  CHMNS 

EVALUATION  4(2).  The  'II'Cs  tall  under  mjor  df^artmejnt  withiri  the  MEDDAC  for  adninistra- 

QUESTION:  tive  responsibilities:  (a)  DPC/CM,  (b)  FP,  (c)  EMS,  (d)  Other  (specify)? 

MEASUREMEKl'  Agrearient  \;ith  Question  5(3):  The  TPCs  fall  under  v;hat  imjor  department  within 

STANDARD:  tlic  MEDDAC  for  profess ional  responsibilities:  (a)  DPC/CM,  (b)  l-P,  (c)  ElK,  (d) 

Other  (specify)? 


/D  Survey 


1 

P/PA  Sur-yey 

f'EDDAC 

1  Mot 
CRT 

Admin 

Pre 

Ft.  Sill 

_ i 

X 

6 — a 

! 

6 — a 

Ft.  Beivoir 

_ j 

X 

5 — b  1 

1 

5 — b 

1 

Ft.  Benning 

1 

1 

X 

i 

3 — a,  2 — d 
(DON) 

5 — a 

Acinin 

1 

Prof 

5 — a,  1 — d 
(DCN) 

4 — a,  2 — b, 
1— d  (DON) 

1— a,  4— b 

i — a,  4 — b 

3— a,  I— (d) 
(DCN,  CSD) 

4— a,  1— b, 
1— d  (DON) 

Ft.  Hood 


7— a,  2— b, 
3— d  (DON) 


4 — a,  4 — d 
(2  DivS, 
2  DCCS) 


3— a,  1— d 
(DCCS) 


6— a,  1— d 
(CSD) 

2 — a,  2 — d 
(DivS) 

X  4 — a,  3 — d 

(DivS, 
CSD) 

X  7 — a,  2 — d 
(CSD) 


3— a,  1— d 
(SpecC) 

3— a,  2— b, 
2— d  (DivS 
CSD) 


1 — c 

1— c,  1— d 
(DivS, 

DCCS) 

3 — a,  1 — d 
(CSD) 

4— a 

2— a,  3— d 
(CSD) 

5 — a 

NONE  RETURNED 
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CRITERION  1:  CONQ^UPiCE  OF  CHAINS— Continued 

EVALUATION  6(4).  IVhat  intermediary  levels  of  responsibility/coordination  exist  between  the 

QUESTION:  PA  in  the  TTC  and  his/her  major  department  head  within  the  MEDDAC?  Plea.se  sitetch 

these  structures  below. 


MEASUREMENT  Agreement  between  sketches  of  professional  and  acJninistrative  organiaational 
STANiyJlD:  chains . 

SEE  .APPENDIX  G. 
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CRITERION  1:  C0NCRUEH:E  OF  CHAINS— Continued 

Evaluation  7(5).  Do  you  feel  that  the  adninistrative  organizational  chain  is  correctly 
(Xiestion:  constructed? 


MEASUREMEMT  Yeses 
STANDARD: 
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CRITERION  1:  CCtgCRUiJjCE  OF  CHAINS— Continued 

EVALUATION  9(7).  Do  you  feel  that  the  professional  organizational  chain  is  correctly  con- 
QUESTION:  strutted? 

MEASURPiEM'  Yeses 
STANDARD: 
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CRITERION  2:  MANAGEABLE  SPAN  OF  CXKTROL 

EVALUATION  12(10).  Do  you  feel  that  the  span  of  control  for  the  irrmediate  supervisor  of 
QUESTION;  the  PA  in  the  adninistrative  organizaticnal  chain  is  (a)  too  broad,  (b)  correct, 
or  (c)  not  broad  enough? 

MEASUREMENT  Answer  b — Correct 
STANDARD: 
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CRITERION  3:  CELINEATED  RESPONSIBILITY 

14(12).  /\re  you  aware  of  what  individual  in  the  professional  and  the  adninis- 
trative  chain  is  supposed  to  be  contacted  for  consultation,  if  needed? 

a .  Prof ess ional 

b.  Adninistrative 

MEASURH4EIMT  Yeses 
STANDARD: 


EVALUATION 

QUESTION: 


CRITERION  3:  DELINEATED  RESPONSIBILITY— Continued 


Riley 
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CRITERION  4:  AVAILABILITY  OF  PROFESSIONAL 
AND  AIKINISTRATIVE  CONSULTATION 

EVALUATION  17(15).  Do  you  feel  t±iat  this  individual  is  readily  available  :f  needed? 
QUESTION :  a.  Pr^jfossional 

b .  Adninistrative 

MEASUREMENT  Yeses 
STANDARD: 
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CRITERION  5:  CONTINUITY  OF  PROFESSICNAL  AND 
AIKINISTRATIVE  CONSULTATION 

EVALUATION  16(14).  Is  the  individual  to  be  contacted  always  the  same  one? 
QUESTION:  a.  Professional 

b.  Adninistrative 


MEASUREMENT  Yeses  (Weighted — 2x) 
STANDARD: 
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CRITERION  6:  FACILITATION  OF  PA  GROWTH 

EVALUATION  447(32).  You  arc  usually  in  direct  contact  v/ith/super\'ision  from  a  physician 
QUESTION:  _  hours  a  (day,  week,  or  month). 

ME.\SUREI-IE3SIT  Greater  than  or  equal  to  tv»  hours  a  day. 

ST/iNCARD: 


1 

j  MGt 

^EDl)AC 

i  CRT 

i 

1 

1 

j  P/PA  Survey 

No. 

Rsp 

t 

Time 

1 

j  Ft.  Siil 

2 

1  hour  per  day 

2 

1  hour  per  week 

1  2 

d  hour  per  day 

i 

i  Ft.  Belvoir  x 

1 

8  hours  per  day 

C/D  Survey 


Ft.  Donning 


Ft .  Bragg 


i  Ft.  Campbell 


Ft .  Hood 


Ft .  Knox 


1  j  6  hours  per  day 
1  I  4  hours  per  week 
1  j  28  hours  per  week 


3  5  hours  per  ? 

3  4  tiours  per  day 

2  4  hours  per  month 


2  hours  per  week 
40  hours  per  month 
<i>  hours  per  day 

12  hours  per  vvcek 
1  hour  per  day 


Ft .  L .  Wood 


Ft.  Ord 


Ft.  PoLk 


2  hours  per  week 
4  hcxirs  per  week 


5  hours  per  day 
2  hours  per  month 


6  hours  per  day 
8  hours  per  v/eek 


1  hour  per  month 
i  hour  per'  week 
Not  often 


4 

8  hours  per  day 

1 

4  hairs  per  day 

2 

1  hour  per  day 

1 

0  hours  per  day 

2 

4  hours  per  day 

1 

0-8  hours  per  day 

1 

8  hours  per  day 

1 

Depends  on  ITC 
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CRITEKEOM  6:  FACILITATION  OF  PA  OWTH— Continued 

EVALUATION  #47(32).  You  are  usually  in  direct  contact  with/supervision  frcm  a  physician 
QUESTION:  _  hours  a  (day,  week,  or  nnonth). 

MEASURJ-IENT  Greater  than  or  equal  to  two  hours  a  day. 

STANDARD: 
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CRITERION  6:  FACILITATION  OF  PA 
QdWTH — Continued 

EVALUATION  #48.  Your  najority  of  contact  with  a  physician  is 
QUESTION:  fron  (a)  tel^hone  calls,  (b)  sick  call,  (c)  audits, 

(d)  training,  (3)  direct  observation,  (f)  no  major 
contact,  or  (g)  other. 

MEASUREMENT  Answers  other  than  a  or  f. 

STANDARD: 

QUESTION  DID  NOT  APPEAR  ON  COPMAND/CePARIMENT  LEVEL  SURVEY. 
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CRITERION  6:  FACILITATICN  OF  PA 
GROt/TH — Continued 

EVALUATICN  #50.  You  usually  spend  your  time  after  sick  call  is  over  (a)  on  records,  (b) 
QUESTICN:  attending  training,  (c)  wrking  in  the  hospital,  (d)  other  (specify). 

MEASUREMENT  Agreement  v/ith  Question  #51(35):  You  would  be  best  utilized  if  you  spent  your 
STANDARD:  time  after  sick  call  is  over  (a)  on  records,  (b)  attending  training,  (c)  work¬ 

ing  the  hospital,  (d)  other  (specify). 
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CRITERION  6;  FACILITATION  OF  PA 
GRCKTH — Continued 

EVALUATION  *54.  You  [the  physician]  have  contact  with  the 

QUESTION;  PA  to  conduct:  (a)  sick  call,  (b)  training,  (c) 

medical  audits,  (d)  while  seeing  your  patients, 
(e)  don't  have  contact,  (f)  other  (specify). 

MEASUREMENT  Other  than  e — Don't  have  contact. 

STANDARD: 

QUESTION  NOT  CN  CO-MAND/DEPARIMENT  LEVEL  SURVEY. 


QUESTION  ELIMINATED  FROM  EVALUATION. 


MEDDAC 

Met 

CRT 

P/PA  Survey 

B 

B 

c 

d 

e 

f 

Specify 

Ft.  Sill 

X 

1 

■ 

■ 

■ 

■ 

ER 

daily 

Ft.  Belvoir 

CE 

1 

■ 

■ 

■ 

4 

2  No  PA 

2  N/A 

Ft.  Banning 

CE 

1 

Ft.  Bragg 

X 

3 

2 

3 

B 

Ft.  Canpbell 

X 

3 

3 

3 

3 

B 

Ft.  Hood 

CE 

1 

1 

1 

Ft.  Knox 

CE 

1 

B 

B 

B 

B 

Ft.  L.  Wood 

CE 

K 

or  ANS 

WERED 

Ft.  Ord 

■ 

NO 

RESPC 

NraNTS 

_ 

_ 

Ft.  Polk 

X 

2 

2 

2 

2 

B 

B 

Ft.  Riley 

CE 

B 

B 

B 

1 

B 
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CRITERION  7;  ACREE^E0T  Wim  SYSTEI'l  BY 
TOCSE  WITOIN  IT 

EVALUATION  24(21).  Do  you  feel  that  the  TMO  should  be  a  (a)  triage/ 
QUESTION:  referralcenter,  (b)  primary  care  center,  or  (c)  other  (spe¬ 

cify)? 

MEASUREMENT  Nfatch  to  Question  23:  Does  your  IMO  have  a/an  (a)  pharrracy, 
STANLMU3:  (b)  treatment  room,  (c)  laboratory,  or  (d)  X-ray? 

If  the  answer  to  Question  24(21)  is  "a",  then  the  answer  to 
Question  23  should  be  ”b".  If  the  answer  to  Question  24(21) 
IS  "b",  then  the  answer  to  Question  23  should  be  seme  combi¬ 
nation  of  “a”,  “b",  "c",  and  "d"  but  not  "b"  alone. 

QUESTION  ELIMINATED  FROM  EVALUATION. 
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CRITERION  7:  AGE^EEMENT  WITH  THE  SYSTEM  BY 
THOSE  WITHIN  IT— Ccxitinued 

EVALUATION  29(24).  Do  you  feel  that  the  TMI  should  (a)  remain  open  all  day,  (b)  close  at 
QUESTION:  midday,  or  (c)  close  after  sick  call? 


MEASUREMEyrr  Agreement  with  Question  27:  Your  TTC  is  open  frcm 
STANDARD:  hours. 


hours  to 


C/D  Survey 


Should  Be  Open 
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CRITERION  7:  AGREEMENT  WITH  SYSTE3^  BY 
mOSE  WIIHIN  IT— Continued 

EVALUATION  30(25).  What  should  sick  call  hours  be? 

QUESTION: 


MEASUREMEKT  Agreement  with  Question  28:  Sick  call  hours  for  your  TTC  are  officially  from 
STANHARD:  hours  to  hours. 


NEDDAC 

Met 

CRT 

P/PA  Survey 

C/D  Survey 

Should  Be  Open 

Met 

MS 

Is  Open 

Should  Be  Open 

Met 

NB 

Ft.  Sill 

■ 

6—0600-0800 

6—0600-0830 

2—0600-0800 

2-0700-1600 

Ft.  Bel voir 

■ 

6-0630-0830 

■ 

6—0630-0830 

2—0630-0830 

2-0630-1000 

Ft.  Benning 

■ 

5-0630-0900 

1-0630-1500 

■ 

5-0630-1500 

2-0630-0900 

2-0630-0930 

1-0630-1500 

X 

Ft.  Bragg 

X 

6-0800-0900 

X 

5—0800-0900 

1-0800-1200 

1-0630-0900 

1-0700-1000 

■ 

Ft.  Cairpbell 

X 

_ 

9-0700-0930 

1-0700-1530 

X 

9-0700-0930 

1-0700-1100 

1-0700-1530 

2-0600-1100 

1-0630-1530 

Ft.  Hood 

■ 

6-0630-0930 

1-0700-0800 

X 

6—0630-0930 

1—0700-1130 

2—0630-1030 

Ft.  Knox 

1 

4-0630-0830 

1- 0630-1000 

2— 0630-1500 

X 

3—0700-1000 

3-0700-1500 

1—0630-0900 

1- 0630-1200 

2- 0630-1500 

1 

6-0630-0830 

X 

1 

6-0630-0830 

1— N/A 

2—0630-0830 

1-0630-1130 

1-0630-1530 

1 

Ft.  Ord 

■ 

1-0600-0800 

2-0700-0930 

1-0700-1130 

■ 

3—0700-1100 

1-0700-1000 

NONE  RETURNED 

Ft.  Polk 

1 

4-0700-0830 

3-0700-0730 

1 

4-0700-0830 

3—0630-0700 

3-0700-1000 

1-0600-1200 

1-0600-1630 

1-0730-1500 

1 
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CRITERION  7:  ACREEMENT  WITH  SYSTEM  BY 
THOSE  WITHIN  IT— Ccntinued 

EVALUATION  30(25).  What  should  sick  call  hours  be? 

QUESTION: 

MEASUREMENT  Agreement  with  Question  28:  Sick  call  hours  for  your  IMS  are  officially  frcm 
STANDARD:  hours  to  hours. 
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WITO  SYSTEM  BY  THOSE  WITHIN  IT~Continued 
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CRITERICN  7:  AGREErnff  WITH  SYSTEM  BY 
THOSE  WITHIN  IT— Ccntinued 


EVALUATICN  38(39).  Do  you  feel  that  the  referral 
QUESTION:  system  is  c»rrectly  constructed? 

MEASUPiEMENT  Yeses 
STANDARD: 


MEDDAC 

Met 

CRT 

P/PA  Survey 

C/U  Survey 

Yes 

No 

Met 

FB 

Yes 

No 

Met 

MS 

Ft.  Sill 

X 

6 

B 

X 

4 

X 

Ft.  Belvoir 

X 

5 

B 

X 

3 

X 

Ft.  Benning 

X 

4 

B 

X 

4 

X 

Ft.  Bragg 

X 

6 

B 

X 

2 

X 

Ft.  Cairpbell 

X 

9 

2 

X 

2 

B 

Ft.  Hood 

X 

B 

B 

X 

B 

X 

Ft.  Knox 

X 

2 

2 

B 

4 

X 

— 

Ft.  L.  Wood 

X 

B 

B 

4 

X 

Ft.  Ord 

X 

3 

B 

X 

jjj^^ 

Ft.  Polk 

X 

6 

B 

X 

6 

X 

Ft.  Riley 

X 

B 

X 

5 

X 
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CRITERION  8:  MECHANISM  TO  gjNDUCT  MEDICAL  AUDIT 

32(34).  Medical  audits  of  the  PA's  records  are  accorrplished  by  (a)  PA, 
(b)  designated  physician,  (c)  on  rotating  basis  among  physicians, 
(d)  corrmittee,  (e)  not  done,  (f)  other  (specify). 

MEASUREMEirr  Other  than  a  (PA)  or  e  (not  done). 

STANDARD: 


EVALUATION 

QUESTION: 
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CRITERION  9:  MAXIMUM  EFFECTIVE  UTILIZATION  OF  AND  BEJIWEEJi 
PHYSICIAN  AND  PA 

EVALUATION  25(22).  Do  you  feel  that,  under  the  current  patient  care  system  employed  by 
QUESTION:  the  TTC,  physicians  and  PAs  are  effici^tly  utilized? 

a.  Physicians 

b.  Physician  assistants 

MEASUREMEISTT  Yeses 
STANDARD: 


CRITERION  9;  NEVXIRM  EFFECTIVE  LfTILIZATIGN  OF  AND  BCTVEEN 
PHYSICIAN  AND  PA— Continued 


Polk 
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CRITEJilCN  9:  MAXIMUM  EFFECTIVE  UTILIZATICN  Or  AND  BETWEEJJ 
PHYSICIAN  AND  PA— Continued 

EVALUATICN  #40.  You  come  to  the  TMO  to  conduct  (a)  sick  call,  (b)  training,  (c)  medical 
QUESTICN:  audits,  and/or  (d)  other  (specify). 


MEASUREMEKT  Agreement  with  Question  #41(26):  Place  a  star  by  the  activity  above  in 

STANDARD:  Questions  40  which  you  feel  you  should  ccme  to  the  IMC  to  conduct. 
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CRITERION  9:  MAXIMUM  EFFECTIVE  UTILIZATICN  OF  AND  EEIWEEH 
PHYSICIAN  AND  PA— Continued 


EVALUATICN  #42.  If  you  come  to  the  TMC,  you  usually  remain  (a)  all  day,  (b) 
QUESTION:  one-half  day,  (c)  for  sick  call  only,  or  (d)  dcan't  cone  to  the  IMC. 


MEASURIJCNr  Agreement  with  Question  #43(28):  You  would  be  best  utilized 

STANDARD:  if  you  stayed  in  the  ITC  (a)  all  day,  (b)  one-half  day,  (c)  for 

sick  call  only,  or  (d)  don't  come  at  all. 


MEDDAC 

Met 

CRT 

P/PA  Survey 

C/D  Survey 

Usually  Remin 

Should  Remain 

Should  Remain 

1 

b 

1 

d 

a 

1 

c 

d 

Met 

a 

b 

c 

Met 

MS 

Ft.  Sill 

X 

B 

fl 

fl 

3 

3 

fl 

■ 

6 

B 

B 

fl 

X 

Ft .  Belvoir 

CE 

B 

■ 

B 

B 

B 

X 

4 

B 

B 

fl 

X 

Ft.  Benning 

■ 

fl 

■ 

1 

2 

B 

■ 

3 

_ 

_ _ j 

1 

_ 1 

1 

X 

Ft.  Bragg 

X 

1 

2 

1 

2 

B 

X 

B 

B 

B 

1 

B 

Ft.  Caitpbell 

■ 

7 

2 

2 

2 

4 

■ 

1 

2 

B 

B 

B 

Ft.  Hood 

■ 

5 

2 

3 

B 

■ 

2 

B 

B 

fl 

B 

Ft.  Knox 

X 

2 

B 

2 

B 

B 

X 

B 

B 

2 

B 

Ft.  L.  Wood 

X 

4 

1 

1 

B 

B 

1 

X 

1 

B 

B 

B 

B 

Ft.  Ord 

X 

3 

3 

2 

B 

B 

B 

B 

B 

IHI 

Ft.  Polk 

■ 

B 

■ 

3 

B 

B 

fl 

4 

2 

B 

B 

B 

Ft.  Riley 

B 

fl 

8 

1 

1 

5 

1 

X 

5 

B 

B 

X 
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CRITERION  9:  MAXINUM  EFFB-TIVE  UTILIZATION  OF  AND 
BETMEEU  PHYSICIAN  MD  PA— Continued 

EV'ALUATION  #44.  If  you  stay  less  than  all  ciay  in  the  IMC,  you  usually  leave  to  go  to  work 

QUESTION:  at  (a)  hospital,  (b)  another  TMC,  (c)  other  (specify),  or  (d)  don't  stay  less 

than  all  day. 

MEASUREMEIff  Agreement  with  Question  #45(29).  If  you  prefer  to  stay  in  the  IMS  less  than 

STANDARD:  all  day  but  do  not,  for  best  utilization  you  would  like  to  leave  to  go  to 

work  at  (a)  hospital,  (b)  another  TH^,  (c)  other  (specify),  or  (d)  don't  pre¬ 
fer  to  stay  less  than  all  day. 
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CRITERION  9:  MAXIMUM  EFFECTIVE  UTILIZATION  OF  AND 
BETTWEEN  PHYSICIAN  AND  PA— Ccntinued 

EVALUATION  #48.  Your  majority  of  contact  with  a  physician  is  frcm  the  following: 

QUESTION:  (a)  telephone  calls,  (b)  sick  call,  (c)  audits,  (d)  training,  (e)  direct 

observation,  (f)  no  major  contact,  (g)  other  (specify). 


MEASURE^IENr 

STANDARD: 


Agreement  with  Question  (33):  Maximum  effective  utilization  of  and  be¬ 
tween  physician  and  PA  would  be  acccrrplished  if  the  rtmjority  of  contact  by 
the  PA  with  a  physician  was  from  the  following:  (a)  telephone  calls, 
(b)  sick  call,  (c)  audits,  (d)  training,  (e)  direct  observation,  (f)  no 
major  contact,  (g)  other  (specify).  Weighted — 2x. 


P/PA  Survey 


Contact  Is  From 


C/D  Survey 


Contact  Should  Be  Frcm 


CRITERION  9:  MAXIMUM  EFFECTIVE  UTILIZATION  OF  AND  BETWEEN  PHYSICIAN  AND  PA— Continued 
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I 


.  Riley 


146 


CRITERICN  9:  MAXIMDM  EFFECTIVE  UTILIZATION  OF  AND 
BEJIMEEH  PHYSICIAN  AND  PA— Continued 

EVALUATION  *56.  If  you  come  to  the  TTC,  you  usually  remain  (a)  all  day, 

QUESTION;  (b)  one-half  day,  (c)  for  sick  call  only,  or  (d)  don't  come  to 

the  TIC. 

NEASUREI^ENT  Agreement  v/ith  Question  *57(30):  You  would  be  best  utilized  if 

STANDARD:  you  stayed  in  the  TWO  (a)  all  day,  (b)  one-half  day,  (c)  for  sick 

call  only,  or  (d)  not  at  all. 


QUESTION  ELIMINATED  FROM  EVALUATION. 
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CRITERION  9;  MAXIMUM  EFFECTIVE  irTILIZATION  OF  AND 
BEirVEEN  PHySIClAN  AND  PA— Continued 

EVALUATION  *58.  If  you  stay  less  than  all  day  in  the  ITC,  you  usually  leave  to  go  to 

QUESTION:  work  at  (a)  hospital,  (b)  another  IMS,  (c)  other  (specify),  or  (d)  don't 

prefer  to  stay  less  than  all  day. 

Agreement  with  Question  *59(31):  If  the  physician  stays  less  than  all  day  in 
the  nc,  for  best  utilizaticxi  he/she  usually  should  leave  to  go  to  work  at 
(a)  hospital,  (b)  another  IMS,  (c)  other  (specify),  or  (d)  doesn't  stay  less 
than  all  day. 

QUESTION  ELIMINATED  FROM  EVALUATION. 


MEASUREMENT 

STANDARD: 


EVALUATION 

QUESTION: 


CRITERION  10;  AKgUATE  STAFFING 


19(17).  Do  you  feel  that  there  is  adequate  staffing  within  available  resources 
to  accomplish  administrative  and  professional  responsibilities? 

a.  Professional 

b.  Administrative 

MEASUREMEUT  Yeses  (Weighted — 2x) 

STANDARD: 


MEDDAC 

Met 

CRT 

P/PA  Survey 

I  C/D  Survey 

Prof 

1 

Admin 

Prof 

Admin 

Yes 

No 

Ntet 

MS 

Yes 

No 

Met 

m 

1 

Yes 

No 

Met 

MS 

Yes 

No 

Met 

PB 

Ft.  Sill 

■ 

1 

i 

6  1 

1 _ ! 

los 

1 

j 

1 _ 

1 

1 _ : 

.  Yes; 

4  No£ 
L__J 

i _ 

- 1 

Ft.  Belvoir 

1 

ACM 

■ 

5 

■ 

3 

2 

B 

4 

i 

B 

X 

4 

B 

X 

1 

Ft.  Benning 

■ 

3 

2 

■ 

3 

2 

B 

2 

1 

2  1 

B 

1 

3 

Ft.  Bragg 

■ 

4 

2 

■ 

4 

2 

B 

B 

B 

B 

1 

B 

B 

Ft.  Cartpbell 

■ 

3 

8 

■ 

8 

3 

X 

B 

3 

B 

1 

Ft.  Hood 

ACM 

D 

6 

■ 

D 

■ 

X 

2 

B 

B 

2 

B 

X 

Ft.  Knox 

ADM 

1 

2 

2 

■ 

3 

B 

X 

3 

1 

X 

4 

B 

X 

Ft.  L.  Wood 

PROF 

6 

D 

X 

5 

1 

2 

1 

X 

B 

B 

X 

3 

2 

Ft.  Ord 

PROF 

3 

n 

X 

2 

2 

B 

1 

1  1 

] 

NONE  R 

BIORN 

ED 

1 _ 1 

1 

Ft.  Polk 

1 

PROF 

5 

1 

2 

X 

D 

3 

5 

1 

X 

5 

B 

X 
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CRITERION  10:  ACBQUATE  STAFFING— Cent  inued 

EVALUATION  21(19).  Is  there  an  MSC  officer  at  the  nrajor  d^artment  head  level  in  the 
QUESTION :  administrative  chain  involving  TMCs? 

MEASUREMENT  Agreement  with  Question  22(20):  Do  you  think  that  there  should  be  an  IGC 

STANDARD:  officer  at  the  major  department  head  level  in  the  adninistrative  chain  involv¬ 

ing  IMCs? 


APPENDIX  F 

ADDITIONAL  SURVEY  INFORMATION 
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ADDITIONAL 

SURVEY  INFORMATION 

MEDOAC 

No.  P/PA  Surveys 

No.  C/D  Surveys 

Mailed 

Returned 

Mailed 

Returned 

Ft.  Sill 

9 

9 

5 

5 

Ft.  Belvoir 

5 

5 

5 

4 

Ft.  Benning 

10 

5 

4  4 

Ft. 

Bragg 

9 

6 

4 

2 

Ft. 

Campbel 1 

24 

12 

3 

3 

Ft. 

Hood 

12 

7 

3 

2 

Ft. 

Knox 

15 

4 

5 

4 

Ft. 

L.  Wood 

10 

7 

5 

5 

Ft. 

Ord 

6 

4 

Unknown 

None 

Ft. 

Polk 

16 

7 

8 

8 

Ft. 

Riley 

10 

8 

5 

5 

Type 

Number 

Post 

TMC 

AVN 

TRADOC 

4 

1 

TRADOC 

2 

1 

TRADOC 
with  3 
FORSCOM 
Units 

9 

1 

FORSCOM 

10 

1 

FORSCOM 

6 

1 

FORSCOM 

10 

2 

TRADOC 

5 

1 

TRADOC 

6 

0 

FORSCOM 

4 

1 

FORSCOM 

4 

1 

FORSCOM 

8 

1 

APPENDIX  G 

SKETCHES  OF  RESPONSIBILITY  CHAINS  FOR 
MEDICAL  DEPARTMENT  ACTIVITIES 


FORT  SILL  MEDDAC 


Ch i ef , 

Department  of  Primary  Care  & 
Community  Medicine  (DPC/CM) 


Administrative  Responsibility  Chain 


PA  PA  PA  PA 

TMC  #1  TMC  #2  TMC  #3  TMC  #4 


Professional  Responsibility  Chain 
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FORT  BELVOIR  MEDDAC 
Department  of  FP 

Director  of 
Satellite  Clinics 


No  PA  1  PA 

Administrative  Responsibility  Chain 


Department  of  FP 


Director  of 
Satellite  Clinics 


North  Post 
2  FP  MDs 


No  PA  1  PA 


Professional  Responsibility  Chain 
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FORT  BENNING  MEDDAC 


r 


Chief, 

FP 


Aviation  197th 

Medicine  Infantry 

Clinic  Brigade 

(AVN)  Clinic 


Deputy  Commander  of 
Clinical  Services  (DCCS) 

I 

I 

Director  of  Ambulatory 
Patient  Care  (Physician) 


Chief, 

DPC/CM 


Emergency  General  Medical 
Room  Officer  (GMO)/ 

(ER)  PA  Coordinator 


TMCs 

(8) 


Administrative  Responsibility  Chain 


Chief, 

FP 


(DCCS) 


Director  of  Ambulatory 
Patient  Care  (Physician) 

1 


Chief, 

DPC/CM 


AVN  197th  ER  GMC/PA  OP 

Infantry  Coordinator 

Bri gade 
Clinic 


Outpatien 

Clinic 

(OP) 


Professional  Responsibility  Chain 
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FORT  BRAGG  MEDDAC 

DPC/CM  -  Division  Surgeon 

(DivS) 

I 

I 

GMO 

Coordinator 

PA 

Administrative  Responsibility  Chain 

DPC/CM - - DivS 

i 

I 

GMO 

Coordinator 


PA 


Professional  Responsibility  Chain 


Administrative  Responsibility  Chain 


3  PAs 


1  GMO 
3  PAs 


1  GMO 
4  PAs 


1  Flight 
Surgeon 
3  PAs 


1  GMO 


2  GMOs 
4  PAs 


Professional  Responsibility  Chain 
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FORT  HOOD  MEDDAC 


MEDDAC 

Commander 


Emergency 

Medical 

Services 

(EMS) 


TMCs  for 
Non-Division 
TMCs 


Division 

Surgeon 

(DIVSURG) 


PA  Coordinator 


TMCs  for 
Division 
TMCs 


Administrative  Responsibility  Chain 


MEDDAC 

Commander 


EMS  DIVSURG 

PA  Coordinator 


TMCs  for 
Non-Division 
TMCs 


TMCs  for 
Division 
TMCs 


Professional  Responsibility  Chain 
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FORT  KNOX  MEDDAC 

Chief, 

DPC/CM 


1 

PA  Coordinator 


! 

FI ight 

/ 

TMC  #s 

Surgeon 

TMC  #1 

2,  4,  5 

TMC  #6 

1 

?_k 

i 

! 

GMO 

1 

PA 

TMC  #3  has  Brigade  Surgeon. 
Administrative  Responsibility  Chain 


Professional  Responsibility  Chain 
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FORT  LEONARD  WOOD  MEDDAC 

Chief, 

DPC/CM 


GMO 

Super 

TMC 

visor 

PA  Coor 

dinator 

PA  ■ 

FMCs 

Administrative  Responsibility  Chain 


Chief, 

DPC/CM 


GMO  TMC 
Supervisor 


PA  TMCs 


Professional  Responsibility  Chain 
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NOTE: 


FORT  ORD  MEDDAC 

DIVSURG 


Brigade 

Surgeon 


PA 


MEDDAC  has  no  control . 


Administrative  Responsibility  Chain 


OPC/CM 


GMO 

TMC  #3 


DIVSURG 


GMO 

TMC  #4 


TMC  #5 


GMO 

TMC  #6 


FI ight 
Surgeon 


PA 


PA  PA  PA 


PA 
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CRITERIA 


1.  Congruence  of  chains 

2.  Manageable  span  of  control 

3.  Delineated  responsibility 

4.  Availability  of  professional  and  administrative  consultation 

5.  Continuity  of  professional  and  administrative  consultation 

6.  Facilitation  of  PA  growth 

7.  Agreement  with  system  by  those  within  it 

8.  Mechanism  to  conduct  medical  audit 

9.  Maximum  effective  utilization  of  and  between  physician  and  PA 

10.  Adequate  staffing 


j 


RECAPITULATION  OF  SUIMJY  OUTCCMES  BY  CRITERION 


NM  =  Not  Met 

AIM  =  Adninistrative  chain 
PROF  =  Professional  Chain 
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